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New (2nd) Edition—Cecil and Conn’s 
THE SPECIALTIES IN GENERAL PRACTICE 


Here is a practical “blueprint guide”—designed to greatly 
ease daily practice for the general physician — offering 
detailed help in those semi-specialized procedures of diag- 
nosis and treatment legitimately falling within the scope of 
the family doctor’s experience and facilities. 

Fifteen experienced specialist-authorities specifically set forth 
for you: 

1. Clear differentiation between those cases which the 
practitioner can manage himself and those which he 
should refer. 

2. Bold definition of danger points—symptoms and findings 
demanding immediate referral for special management. 

3. Steps to be taken before referral and follow-up treat- 
ments after patient returns to your care. 


=———USE HANDY SAUNDERS orDER FORM ON PAGE 101———> 


These highly qualified contributors helpfully advise the 
family physician and expand his boundaries in diagnosis 
and treatment relating to these specialties: minor surgery; 
obstetrics; gynecology; ophthalmology; orthopedic surgery: 
psychiatry; pediatrics; otology; urology; diseases of the 
larynx, bronchi and esophagus; diseases of the anus, rectum 
and colon; diseases of the nose and throat; dermatology 
and syphilology; fractures and dislocations. 


By 15 Leading Specialists. Edited by RUSSELL L. CECIL, M. D., Professor 
of Clinical Medicine, Emeritus, Cornell University Medical College; and 
HOWARD F. CONN, M.D., Fellow, Department of Physiology, Baylor Uni- 
versity College of Medicine and the Blue Bird Clinic, Methodist Hospital, 
Houston, Texas. 780 pages, 7”x10”, with 642 illustrations on 485 figures. 
$16.00. New (2nd) Edition 
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in arthritis, BUF FERILN. because... 


...in the majority of your arthritic cases BUFFERIN alone can safely 
and effectively provide adequate therapeutic control without resort- 
ing to the more dangerous cortisone-like drugs. 

... BUFFERIN is better tolerated by the stomach than aspirin, espe- 
cially among arthritics where a high dosage, long term salicylate 
regimen is indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 

...even in the relatively few cases where steroids are necessary, use 
of BUFFERIN will allow proper flexibility for individual dosages. 

... BUFFERIN is more economical for the arthritic who requires a long 
period of medication. 

... BUFFERIN contains no sodium, thus massive doses can be safely 
given without fear of sodium accumulation or edema. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid 


5 grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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Ordinary desiccated thyroid and thyroid frac- 
tions have one thing in common: they some- 
times produce a highly uneven calorigenic 
effect. Ordinary thyroid may drop the patient 
from a “high” of nervousness and tachycardia 
to a “low” of clinical ineffectiveness. And thy- 
roid fractions tend to cause a far too rapid 
rise in the metabolic rate (with a consequent 
risk of cardiac involvement or other compli- 
cations) followed by a sudden and marked re- 
lapse and distressing withdrawal symptoms.** 


neither too much nor too little: Proloid, since 
it is highly purified and rigidly standardized, 
avoids not only the discomfort and danger of 
too much response, but also the disappoint- 
ment of too little. At the same time, Proloid 
offers the complete thyroid complex, thus as- 


Pro 


NO therapeutic roller coaster 


suring the benefits of all the thyroid principles. 


smooth, predictable clinical response: Proloid 
gives the physician close control over therapy, 
permitting him to achieve the desired results 
tablet after tablet, bottle after bottle. Today, 
as through the years, Proloid is preferred 
whenever thyroid therapy is indicated. 


Average daily dose: 


Mymedema . ROBES, 
Subclinical hypothyroidism ....... 1 to 3 gr. 
Infertility (male and female) ...... I1to3gr. 
Menstrual dysfunction .......... 1 to 3 gr. 
Threatened abortion ........ 1% to 3 gr. 


References: 1. Beierwaltes, W. H.: J. Michigan M. Soc. 
55:180 (Feb.) 1956. 2. Frawley, T. F.; McClintock, J. C.3 
Beebe, R. T., and Marthy, G. L.: J.A.M.A. 160:646 (Feb. 25) 
1956. 
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the total thyroid complex 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JOURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 


2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct quota- 
tions. 


3. The author’s degrees and teaching affiliations should 
be given. 


4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 


2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 


3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 


4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 


5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 


6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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rheumatoid arthritis 


prednisolone 


...fapidly reduces swelling, tenderness and pain on motion 
... overcomes disabling muscle spasm 


..Maintains therapeutic benefits by minimizing the sodium retention, 
edema and potassium loss associated with older corticosteroids 


buff-colored tablets of 1, 2.5 and 5 mg. hs 
chewing 
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> initial tetracycline blood levels 


now ...the new phosphate complex of tetracycline 


Squibb Tetracycline Phosphate Complex 


the broad clinical spectrum of SUMYCIN against pathogenic organisms 


Gram Negative Bacteria Gram Positive Bacteria 
Large Viruses Richettsias Proteus Shigella Salmonella Coliforms Hemophilus Neisseria Streptococci | Staphylococci | Pneumococci | Spirochetes Actinomyces 


SUMYCIN 
the new phosphate complex of tetracycline 


SUMYCIN 
a single antibacterial antibiotic 


SUMYCIN 
a well tolerated antibiotic 


SUMYCIN 
a true broad spectrum antibiotic 


Minimum adult dose: 1 capsule q.i.d. 

Each Sumycin capsule contains the equivalent 
of 250 mg. tetracycline hydrochloride. 

Bottles of 16 and100. 


4 ¥)) Squibb Quality —the Priceless Ingredient 


4 Journac A.O.A. 
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e Mobilizes edema... prevents fluid accumulation « 6—12 hour diuresis on 
a single, oral dose - No cumulative effects, excretion within 12—24 hours 
With These “Extra” Patient Benefits ~- Oral dosage »« Convenience of 


daytime diuresis, nighttime rest Virtually no serious side effects «e Economical 


NON-MERCURIAL 


DIAMOX is outstandingly effective in a variety of 
conditions: cardiac edema, glaucoma, epilepsy, 
toxemia of pregnancy, obesity with edema, pre- 
menstrual tension. 


Acetazolamide Lederle 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK C Lederie) 
*Reg. U.S. Pat. Off. 
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Dosage: Usually 1 pulvule 
tid. 

Supplied: As attractive 
turquoise-and-white 
pulvules of 300 mg. 


release from anxiety 
without impairment of 
mental acuity or physical skills 


ULTRAN 


Exhaustive psychological testing shows that the usual 
range of dosages does not interfere with normal intel- 
lectual or motor abilities. This has been established by 
objective and standardized quantitative tests. 


Anxiety quickly allayed 

The patient with vague symptoms, nervous and dis- 
tressed under the burden of unsolved problems, finds 
release from anxiety and restoration of emotional com- 
posure. 


Chemically unique 
‘Ultran’ is not a modification of any other therapeutic 
agent. 


ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 


774087 
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Zoxazolamine* 


consistently effective 
in low back pain 


“,..Of 90 patients with low back pain and other muscular conditions... 
67 (74 per cent) showed a good response....”" 


“...17 of...20 patients with post-traumatic muscle spasm of the low 
back had excellent or good responses.” 


“In acute and chronic recurrent low back syndrome, seven of eight 
patients showed visible objective improvement.’ 


Bibliography 


(1) Johnson, H. J., Jr.: To be published. (2) Wallace, S. L.: To be published. (3) Settel, E.: 
Am. Pract. & Digest Treat. 8:443, 1957. 


How Supplied 


Pink, Enteric Coated tablets (250 mg.), bottles of 36. 
Yellow, scored tablets (250 mg.), bottles of 50. 


*U.S. Patent Pending 


Mc N E L} Laboratories, Inc. 


Philadelphia 32, Pa. 11057 
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For anxiety, tension 
and muscle spasm 
in everyday practice. 


® well suited for prolonged therapy 

® well tolerated, relatively nontoxic 

® no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal 
stuffiness 

® chemically unrelated to phenothiazine 
compounds and rauwolfia 

derivatives 

® orally effective within 30 minutes 

for a period of 6 hours 


RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


tranquilizer with muscle-relaxant action 


dicarbamate —U.S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


® 
WwW} WALLACE LABORATORIES, New Brunswick, N. J. 


VoL. 56, AuGust 1957 9 
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with peptonized iron 


for dependable 


hemopoietic response 


It is well-established that peptonized iron is vir- 
tually predigested. Anemias refractory to other 
forms of iron will often respond promptly to 
Livitamin. And the Livitamin formula, con- 
taining the B complex, provides integrated 
therapy to correct the blood picture, and to 
improve appetite and digestion. 


Current studies* show Peptonized Iron 
—One-third as toxic as ferrous sulfate. 
—Absorbed as well as ferrous sulfate. 
—Non-astringent. 

—Free from tendencies to disturb digestion. 
(One-tenth as irritating to the gastric 
mucosa as ferrous sulfate.) 

—Highly effective in iron-deficiency anemias. 


*Keith, J.H.: Utilization and Toxicity of Pep- 
tonized Iron and Ferrous Sulfate. Read before 
the American Association for the Advancement 
of Science, Atlanta, Georgia, December, 1955 


EACH FLUIDOUNCE CONTAINS: 


lron peptonized 0.42 Gm. 

(Equiv. in elemental iron to 71 mg.) 
Manganese citrate, soluble .. . 0.158 Gm. 
Thiamine hydrochloride ..... 10 mg. 
Cobalamin Conc. 


(Vitamin B,2 activity) ...... 20 mcg. 
Niacinamide 50 mg. 
Pyridoxine hydrochloride ..... 1 meg. 
Pantothenic acid 5 mg. 
Liver fraction .. 2 Gm. 
Rice bran extract 1 Gm. 

* Choline 60 mg. 


The S. E. MASSENGILL Company 


Bristol, Tennessee 
New York Kansas City San Francisco 
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ovahistine: 


gives greater relief than antihistamines alone 


...and avoids misuse of topical agents 


Novahistine taken orally 
checks excessive irritant secretions 
and “unlocks” the closed-up nose 


‘In the management of hay fever and other seasonal allergies...as well as the 
common cold...the distinctly additive action of a vasoconstrictor (phenyl- 
ephrine HCl) combined with an antihistaminic drug (prophenpyridamine) 
produces a higher degree of relief than either drug given alone. 


...eliminates patient misuse of nose drops, sprays and inhalants...avoids the 
risk of rebound congestion, mucosal damage, and ciliary paralysis. Novahistine 
will not cause jitters or insomnia...will not depress the appetite. 


Each Novahistine Tablet or teaspoonful of Elixir provides 5.0 mg. of phenyl- 
ephrine HC] and 12.5 mg. of prophenpyridamine maleate. For more potent 
nasal decongestion, Novahistine Fortis Capsules provide twice the amount 
of phenylephrine. 


and, when headache is present...NOVAHISTINE with APC 
—each capsule contains: 

phenylephrine 10 mg., prophenpyridamine 12.5 mg., 
acetylsalicylic acid 225 mg. (3% gr.), acetophenetidin 

150 mg. (21% gr.), and caffeine 32 mg. (1% gr.) 


Pitman-Moore Company @ Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 
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A SMILE AGAIN 
IN JUST 12 DAYS WITH TIME-SAVING 


the MODERN treatment for all 3 types of vaginitis 


TRIVA effectively annihilates vaginal microorganisms, restores 


mucosal integrity and accelerates healing for rapid recovery. 


Non-irritant, non-toxic, non-staining, TRIVA is a safe, vaginal 


douche. ..even during pregnancy. Effective in any pH medium. 


Most cases of trichomonal, monilial and non-specific vaginitis 


become asymptomatic and organism free in 6 to 12 days. 


Simple to prescribe! Just write: “TRIVA (Boyle) sig; douche 


b.i.d. for 12 days: For complete data see Physicians’ Desk 
Reference, 1957, page 429. 


AVAILABLE AT ALL PHARMACIES, in convenient packages of 
24 individual 3 Gm. packets, each containing 35% Alkyl Aryl 
sulfonate, (surface-active, germicidal and detergent), 0.33% 


Disodium ethylene bis-iminodiacetate (chelating agent) , 53% 


Sodium sulfate, 2% Oxyquinoline sulfate (bactericide, proto- 


zoacide) and 9.67% dispersant. 


Full treatment package and literature on request. 


| BOYLE & COMPANY Dept. 8-O ® Los Angeles 54, Calif. 
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Diagnosis: 
Metabolic 


Insufficiency 


Patient: This young woman complained of chronic 
fatigue upon arising and in the late afternoon, and of 
“joint pains that ease up as the day goes on.” Her 
skin was slightly rough; her hair was thick and 
coarse and she complained that it “came out easily.” 
Menses were heavy but regular. She weighed 247! 
pounds. BMR averaged —20%. I'*' uptake was in the 
low normal range. 


Clinical response to desiccated thyroid and _ thy- 
roglobulin had been unsatisfactory. Side effects 
such as nervousness, tachycardia, dyspnea and 
muscle cramps had occurred. 


Treatment: ‘Cytomel’, 25 meg. daily, increased to 
37.5 meg. daily after six weeks. 


Results: After one week patient felt better; after 
second week, she was able to give up her afternoon 
nap, she was losing weight and the “joint pains” 
were relieved. Five months later, she had lost a 
total of 48 pounds and was symptom free. Treatment 
continued. 


Case report from the files of the Medical Department, 
Smith, Kline & French Laboratories, Philadelphia. 


5 meg. and 25 mcg. (scored) tablets 


Smith, Kline & French Laboratories 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. for liothyronine (t-triiodothyronine), S.K.F. 
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Rhinitis 


NOSE 


A CLEAR HEAD WITHIN SECONDS 


REMAINS CLEAR FOR HOURS 


Medihaler-Phen—vest-pocket size—is aerosol-self-powered, 
measured-dose, vaporized, tissue-compatible medication for 
effective relief of all forms of nasal and paranasal congestion. 
Its four actions provide definitive therapy at any stage of 
allergic rhinitis...Avoids haphazard dosage of sprays, inhal- 
ants, and nose drops... Maximum effect with small dosage 
...Safe for children, too. 


Effective...Safe... 
4-Pronged Attack 


e VASOCONSTRICTIVE e ANTI-INFLAMMATORY 


e DECONGESTIVE e ANTIBACTERIAL 


Each cc. contains phenylephrine HCl 3.6 mg., neomycin sulfate 
1.5 mg. (equivalent to 1.6 mg. of neomycin base), and hydro- 
cortisone 0.6 mg., suspended in an inert, non- 
toxic aerosol vehicle. The 10 cc. stainless 
steel vial is shatterproof, leakproof, spill- 
proof—equipped with metered-dose valve and 
sterilizable plastic nasal adapter. 
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24-hour control 


for the majority of diabetics 


GLOBIN INSULIN 


‘B.W. 


a clear solution...easy to measure accurately 


Discovered by Reiner, Searle, and Lang 
in The Wellcome Research Laboratories 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. Tuckahoe 7, New York 


16 Journac A.O.A. 
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The Twentieth 
Century Limited 


doesn't have enough room to 
carry all the physicians who 
have reported their satisfac- 
tory experience in. controlled 
studies on GANTRISIN. 

Generally speaking, these in- 
vestigators have reported that 
GANTRISIN in one or more of 


its ten dosage forms is effica- 


cious in a wide range of in- 


fectious diseases. And the 


efficacy is decisive, rapid, 
enduring and, above all, well- 
tolerated. 


—_—Gantrisin 
with 
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| MAINTAINS “WELL-BEING”: Enjoyed with 


‘WHY NOT try new Carnation Instant i 


“DOCTOR, have you tried 
new Carnation Instant?” 


YOU'LL DISCOVER WHY THIS 
EXCLUSIVE CRYSTAL FORM OF _ 
NONFAT MILK HELPS YOUR 
PATIENTS “STAY WITH” A DIET... 
IT TASTES SO GOOD! 


DELICIOUS FOR DRINKING: These remarkable 
crystals burst into fresh flavor nonfat milk 
instantly, even in ice-cold water. Ready to drink. 
Delicious for drinking. Then, too, it is easy to 
add extra crystals (1 tablespoon per glass, 

Y%, cup per quart) for flavor far richer than bottled 
nonfat milk—and 25% more nonfat milk 
nutrients. Patients who resist ordinary nonfat 
milk enjoy self-enriched Carnation Instant. 


and between meals. Carnation Instant goes 

a long way in helping your patients “stay with” 

a diet. Provides lactose and protein to 

help maintain blood sugar level, keep energy 

up. Helps allay fatigue and the simple 

hunger pangs that make it hard to resist 
forbidden snacks. 


yourself? A fine, protective ‘‘boost’’ ie 
for the busy physician. Ready ; fe 

instantly, fits into your most : 
crowded professional day. 
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a General Electric product 
in step with your progress 


Low-cost way to multiply 
your professional efficiency 


Y ES, the broad diagnostic versatility that is yours 

with the G-E Patrician opens new possibilities 
for your practice. Now, at a price competitive with 
low-power, limited-range apparatus, you can get 
comprehensive radiographic and fluoroscopic facil- 
ities — 200-ma, 100-kvp, full-wave power. 


Consider these three possibilities: 


® You want to add x-ray service for your patients 
but have been deterred by the capital outlay you 
thought was required for modern apparatus. 


® Your patient load has swamped your present x-ray 
machine, but not to an extent that justifies a large 
added investment. 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


® Your diagnoses are handicapped by a slow, inflex- 
ible, under-powered unit. 

If your situation parallels one of these three, 
it will pay you to get the complete story on the 
Patrician. Use this coupon or ask your G-E x-ray 
representative, who can also give you the facts 
on General Electric’s convenient 
financing plans. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wis., RM. R-31 


(0 Send your 16-page PATRICIAN bulletin. 
CO Facts about deferred payment. 
MAXISERVICE® rental plan. 


Name. 


Addrece 


Zone. State. 


City. 
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for any child of any age...in the vital first decade 


the ‘Deca-’ Vitamin Family 


. three convenient dosage forms of 10 significant vitamins— 
for comprehensive protection 


It’s easy to specify the ‘Deca-’ Vitamin Family because: 


One basic name to remember—‘Deca-’ 
One basic formulation 
One standard of comprehensive protection 


No refrigeration required - Special process assures stable B,, in solution with C - Hypoallergenic 
Unbreakable plastic ‘Safti-Dropper’ supplied with Deca-Vi-Sol 


Deca-Vi-Sol Deca-Mulcins Deca-Vi-Caps: 
Dropper dosage with new, Teaspoon dosage with Capsule dosage —small, 
improved taste: “Best taste yet” delicious orange flavor easy-to-swallow capsules 


MEAD JOHNSON 


orse7 SYMBOL OF SERVICE IN MEDICINE 
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by mouth...by vein... 
palliation achieved in prostatic carcinoma 


STILPHOSTROL 


Diethylstilbestrol Diphosphate, AMES Tablets - Ampuls 


“...easy and safe to give very large doses...”' 


@ Better tolerated than unphosphorylated stilbestrol 

@ Permits higher doses for more effective palliation 

@ Benefits patients “...even after other estrogens have failed”? 

@ Relieves pain, reduces urinary symptoms and increases well-being 

@ Tablets permit initial or maintenance treatment of ambulatory as well as 
hospitalized patients 

1. Flocks, R. H.: J.A.M.A. 163:709 (Mar. 2) 1957. 


2. Flocks, R. H.; Marberger, H.; Begley, B. J., 
and Prendergast, L. J.: J. Urol. 74:549, 1955. 


For complete information, write to: 
Medical Department 


AMES 
COMPANY, INC + ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 


37287 


Voi. 56, Aucust 1957 


: 
: 
Pd 
/ 
§ 
? 
A 
a? 
21 
by 


Operative Delivery Table...... 
FOR ABDOMINAL OR PERINEAL ROUTE DELIVERY 


@ The new 22” 500N table assures both the patient and 
the Obstetrician the fullest advantages of modern 
obstetrical practice under all conditions. 


The growing practice of performing cesarian sections in 
the O.B. room... without moving or disturbing the patient 
«+. is made easy by the 22” surgery width of the 500N. 
Yet the table will accommodate even the largest patient 
during normal delivery and the universally adjustable knee 
and foot rests accommodate all patients fron the tallest 
to the shortest. 

Write for bulletin C171 
The “clean” lines of the 
500N table provide max- 
imum comfort and freedom 


for the surgeon... with toe 
space, folding handles, etc. 


| If non-elective cesarian section is in- 
dicated, patient is quickly and easily 
positioned for surgery simply by lowering 
extremities and raising the foot section. 
The anesthetist need not change position 
of head of patient. 15" height adjustment and every known obstetrical 
posture from high lithotomy to Walcher position 
provides convenient approach fo the perineal field. 
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Supplied: 

5 mg. and 2.5 mg. 
scored tablets; bottles 
of 30 and 100 


THREE TO FIVE TIMES MORE EFFECTIVE THAN HYDROCORTISONE 


* Trademark 
“ 
8 
z 


Parke, Davis & Company - Detroit 32, Michigan 
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announcing... 
a new practical 
and effective method 
for lowering blood 
cholesterol levels... 


Arcofac 


Just one dose a day effectively 
lowers elevated blood cholesterol 


.. . While allowing the patient 
to eat a balanced ... nutritious... 
and palatable diet | 


Each tablespoonful of Arcofac contains: 


6 Gm. 
0.6 mg. 


(sodium benzoate as preservative) 


Arcofac is effective in small doses 
and is reasonable in cost 


to the patient 


THE ARMOUR 

LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 


Armour...Cholesterol Lowering...Factor 
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MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


when fever and pain is a problem 


your prescription of Tempra makes antipyretic/analgesic time “fuss-free” 


new! 


Tempra 


Syrup 


Acetaminophen, Mead Johnson 


the first physician-controlled antipyretic/analgesic 


in drop and teaspoon dosage forms 


on B only...safe...effective...ready-to-use 


For you...Tempra means better control of medication 
and dosage because it is available on your & only. 
Tempra may be prescribed alone or with specific therapy, 
such as sulfonamides or antibiotics. 


For the patient...easy-to-take Tempra helps ease the return 
to normal temperature and restful sleep. The small 

dosage volumes needed of Drops or Syrup are readily 
accepted and well tolerated. 


For the parents, your 3} of Tempra inspires added confidence. 
Tempra makes antipyretic/analgesic time “fuss-free.” 

There’s nothing to cut, crush, dissolve or disguise. It’s so easy 

to give in accurate dosage too—Tempra Drops, directly into 

the mouth with the calibrated plastic ‘Safti-Dropper’...Tempra 
Syrup, from the spoon. 


supply: Tempra Drops: each 0.6 cc. contains 60 mg. (1 grain) of N-acetyl 
p-aminophenol. Clear red solution; wild-cherry flavor. In original 15 cc. 
bottles, each packaged with a cellophane-wrapped, unbreakable plastic 
*Safti-Dropper,’ calibrated at 0.6 and 0.3 cc. Tempra Syrup: each teaspoon 
(5 cc.) contains 120 mg. (2 grains) of N-acetyl p-aminophenol. 

Green syrup; mint flavor. In original 8 oz. bottles. 
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NEW 


+ in office patients with anxiety states—especially those 
associated with pruritic dermatoses, colitis, 
arthritis, senility, surgery, carcinomatosis and intractable pain 
ambulatory psychoneurotics 


* agitated hospital psychotics 


(pronounced Trill’-ah-fon) perphenazine 


full-range tranquilizer 


INCREASED POTENCY 
5 to 6 times more potent than chlorpromazine 


NOTABLE ABSENCE OF CERTAIN SIDE EFFECTS 


such as significant hypotension, agranulocytosis, 
skin photosensitivity and narrowing of visual fields 


ADEQUATE MARGIN OF SAFETY — in recommended doses 


UNSURPASSED AS A POTENT ANTIEMETIC 


Consult. Schering literature for specific information regarding dosage, side effects, 
precautions and contraindications. 


TRILAFON— grey tablets of 2 mg. (black seal), 4 mg. (green seal) and 8 mg. (blue 
seal), bottles of 50 and 500; 16 mg. (red seal), for hospital use, bottle of 500. 


°T.M. TR-J-1877 


outmoding older concepts. 
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High solubility of 
“Thiosulfil’ 
insures prompt 
bacteriostatic 
concentrations at 
site of urinary 
tract infections 


direct | effective 


“THIOSULFIL 


Brand of sulfamethizole 


AYERST LABORATORIES 


New York, N.Y. . Montreal, Canada 3 


The new Aloe Dry-Heat 
Sterilizer for syringes, 
needles, and small 
instruments destroys the 
most resistant of micro- 
organisms quickly and 
efficiently. Costs less 


j P 4 than one-third of other 
q Dry-Heat Sterilizers. In a 
4 few short months since its 


development, more than 

, 5,000 are in the hands of 

j lowest cost satisfied physicians. 
Sterilization is 


dry-heat 3 accomplished in 25 
Y eS to 35 minutes. Full 
sterilizer technic accompanies 
unit. Reports from 

only $32.50 independent 
laboratories, 
demonstrating 


sterilizing results, 
available on request. 
Write today for 


{ complete details 
on unit and useful 
accessories. 

Dept. 116 


a. s. aloe company 
1831 OLIVE ST. ¢ ST. LOUIS 3, MO. 
14 fully stocked divisions coast to coast 


Motorized 
Intermittent 
Traction! 


e A proven traction 
therapy technique 


NECTRAC 


Provides more rapid 
relief of pain 


Smooth, even, cyclic 
cervical traction 


Automatically con- 
trolled by patient 


Successful treatment for relief of pain resulting from 
complications in area of the cervical spine. The Nec- 
trac is inexpensive, easy to use in office, hospital or 
home. Hang on door, wall or bed. Patient operated, 
electric motor driven. Traction easily adjusted. Also 
used for pelvic traction. Write for details! 


SINCE 1895—STANDARD OF QUALITY 
DE PUY MANUFACTURING Co., Inc. 


WARSAW, INDIANA 
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*“Thorazine’ relieved: 
this patient's severe 
anxiety and helped 


her to gain insight. 


X-ray 
sees my 
cancer.”’ 
nothing 
stops 


my pain.”’ 


‘THORAZINE’ CASE REPORT 


patient: 


response: 


THORAZINE* 


(chlorpromazine, S.K.F.) 


60-year-old female. After death of relative from cancer, patient devel- 
oped severe epigastric pain, was convinced pain was due to hidden 
malignancy which defied the X-ray. Her pain was unresponsive to 
antispasmodics. Her severe cancerphobia was untouched by sedatives 
and she refused psychotherapy. 

Complete relief from pain was obtained after two weeks of ‘Thorazine’ 
(25 mg. q.i.d.). Dosage was gradually decreased over the next two 
months to a 25 mg. tablet on retiring. 

Patient then stated she “knew all the time it wasn’t cancer.” “Thora- 
zine’ was instrumental in providing both relief and insight when 
“many drugs and attempts at reassurance had failed.” 

This case report is from the files of the patient’s physician; photo professionally 
posed. 


one of the fundamental drugs in medicine 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. ULS. Pat. Off. 
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NEW INTRAMUSCULAR IRON PROVIDES 
PRECISION THERAPY, PROMPT RESPONSE 


IMFERON,® the new intramuscular iron-dextran 
complex, was introduced to American hematol- 
ogists: at the Sixth International Congress of 
the International Society of Hematology held 
in Boston, August 27 to September 1, 1956. 
Recent experience from over 6 million injec- 
tions has shown that this iron preparation is 
easy to administer, notably free from toxic ef- 
fects, quickly absorbed and productive of rapid 
hematologic and clinical improvement. It has 
been termed “...the only therapeutically effec- 
tive iron preparation for intramuscular use....”” 
IMFERON meets the need for a safe, effective 
agent when parenteral iron is preferable for 
patients with iron deficiency anemia who are 
resistant or intolerant to oral iron, those with 
depleted iron reserves and those who require 
rapid restoration of hemoglobin, e.g. last tri- 
mester of pregnancy. 

Previous parenteral iron preparations were 
unsatisfactory because of toxicity, pain on 
injection, or because they contained insufficient 
iron. IMFERON contains the equivalent of 5 
per cent elemental iron. It is more stable than 
iron saccharate both in vitro and in vivo and 
does not precipitate in plasma over a wide pH 
range. It is isotonic with tissue fluids and has 
a pH of 5.2 to 6.0' Utilization for hemoglobin 
formation is almost quantitative. 

Precision Therapy with IMFERON: Before treating 
a patient with IMFERON, total iron requirement 
is calculated by formula or determined from a 
convenient dosage chart. Then appropriate 
amounts of IMFERON are injected daily or 
every other day, until the total calculated 
required amount is given. 

Iron Deficiency Anemia of Infancy: IMFERON pro- 
vides a convenient safe means for restoring 
hemoglobin levels and iron reserves in anemic 
infants. Excellent results were obtained by 
Gaisford and Jennison® with IMFERON in 100 
iron-deficient infants. From a pretreatment 
average of 54.5 per cent, hemoglebin levels 
rose to 87 per cent 10 weeks after the start 
of therapy. 


References: (1) Brown, E. B., and Moore, C. V., in 
Tocantins, L. M.: Progress in Hematology, New York, 
Grune & Stratton, Inc., 1956, vol. I, p. 25. (2) Gais- 
ford, W., and Jennison, R. F.: Brit. M. J. 2:700 (Sept. 
17) 1955. (3) Wallerstein, R. O.: J. Pediat. 49:173, 
1956. (4) Sturgeon, P: Pediatrics 18:267, 1956. 
(5) Jennison, R. F, and Ellis, H. R.: Lancet 2:1245 
(Dec. 18) 1954. (6) Scott, J. M., and Govan, A. D. T.: 
Brit. M. J. 2:1257 (Nov. 27) 1954. (7) Grunberg, A., 


Clinical improvement paralleled this response. 
Premature infants and surgical cases were 
similarly benefited. IMFERON gave “...all the 
advantages of transfusion or intravenous ther- 
apy without the disadvantages.”* There were 
no side effects in any of the infants treated. 
Wallerstein® confirmed these results, furnishing 
evidence that IMFERON is well absorbed and 
appears in the bone marrow 12 to 24 hours 
after injection. Results are equal to those with 
intravenous saccharated iron oxide without the 
unpleasant side cffects. Sturgeon‘ showed that 
the first year’s iron requirements in infancy can 
be supplied with three injections of IMFERON. 
Iron Deficiency Anemia of Pregnancy: Nausea pre- 
cludes oral iron therapy in many anemic preg- 
nant women. In those with severe anemia who 
are first seen late in pregnancy, prompt 
hemoglobin regeneration is unobtainable with 
oral iron. IMFERON produced prompt hemo- 
globin responses in anemia of pregnancy,”* the 
results being similar to those obtained with 
intravenous saccharated iron oxide. Side effects 
were virtually absent with IMFERON.”® 


Resistant Hypochromic Anemia: Patients who do 
not respond to oral iron, those who cannot take 
oral iron and those with gastrointestinal pathol- 
ogy respond well to injections of IMFERON.*-" 
While oral iron is of little value in treating 
the anemia of rheumatoid arthritis, IMFERON is 
“...as beneficial as intravenous iron and easier 
to administer.”® 


Present Studies: Published reports and recent 
findings of clinical investigators confirm the 
effectiveness and safety of IMFERON for hemo- 
globin regeneration and creation of iron stores. 
More than 70 studies are now being completed 
in the United States. Reports stress prompt 
hemoglobin response, ease of administration 
and freedom from side effects. Clinicians desir- 
ing additional information should request 
Brochure No. NDA 17, IMFERON, Lakeside 
Laboratories, Inc., Milwaukee 1, Wisconsin. 


and Blair, J. L.: A.M.A. Arch. Int. Med. 96:731, 
1955. (8) Millard, J. B., and Barber, H. S.: Ann. 
Rheumat. Dis. 15:51, 1956. (9) Baird, I. M., and 
Podmore, D. A.: Lancet 2:942 (Nov. 6) 1954. 
(10) Cappell, D. F.; Hutchinson, H. E.; Hendry, E. B., 
and Conway, H.: Brit. M. J. 2:1255 (Nov. 27) 1954. 
(11) Stevens, A. R.: A.M.A. Arch. Int. Med. 96:550 
1956. 


IMFERON@ IS DISTRIBUTED BY LAKESIDE LABORATORIES, INC., UNDER 
LICENSE FROM BENGER LABORATORIES, LIMITED. AVAILASLE IN 2-CC, 
AND 5-CC. AMPULS THROUGH YOUR REGULAR SUPPLién-. 


LAKESIDE ones? 


Journat A.O.A. 


32 


August 1957 Vol. 56, No. 12 


Presidential 


Address" 


ROBERT D. McCULLOUGH, D.O. 
Tulsa, Oklahoma 


O.. YEAR AND many thousands of miles 
ago I humbly took the office of President of the Ameri- 
can Osteopathic Association. It is with even greater 
humility that I now relinquish it, for I went forth as a 
teacher and have returned as a student. More than 
compensating for the burdens and responsibilities of 
that high office is the perspective gained, a vision of life 
granted to few men. To travel, as I did, from one 
edge of this land of ours to the other, visiting great 
sprawling cities and small villages, talking with people 
from all walks of life, and discussing things osteopathic 
with men who have served our profession for a half 
century and with students whose service has not yet 
begun, to do this is the one best way to grasp the spirit 
of our profession in its actual setting. 

It is more or less traditional for the outgoing 
President to present a rather formal review of the 
year’s activities. However, I feel that I can serve you 
best by simply opening my heart and trying to com- 
municate some of the impressions I have received and 
things I have learned during my year of service. 

Perhaps my profoundest impression is that the 
easy-going, isolated world I knew in my childhood has 
largely disappeared. In those days, Tulsa, Oklahoma, 
and Moscow, Russia, seemed further apart than do 
Earth and Mars today; now we are told that they are 
separated by about 20 minutes via intercontinental mis- 
sile. There is no person today, whether he lives in one 
of the world’s capitals or in the jungle- and mountain- 
locked fastnesses of New Guinea, who is not threat- 
ened by the horrible results of possible nuclear war- 
fare. However, modern advances do not have terror 

*Presented at the Monday ae Banquet, Sixty-First Annual 


Convention of the American Osteopath tion, Dallas, Texas, July 
15, 1957. 
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as their sole product. Human life, having been threat- 
ened, suddenly seems precious, and I have the feeling 
that the world’s peoples are moving closer to physicians. 
Since the dawn of history, doctors have had as their 
twin goals the preservation and enhancement of human 
existence. Now these goals are being shared by all men 
of good will who have a reverence for Life. 

I know of no time in the history of man when we 
physicians have had as many challenges issued to us, 
nor a time when we have had as many opportunities 
for service in meeting those challenges. We are in the 
midst of an unprecedented revolution in transportation, 
communications, and myriad other activities that have 
transformed the pattern of our everyday lives and 
thought. Yet, just because we are in the midst of it, 
the significance of that revolution sometimes escapes us. 
Let me cite one example to indicate the dimensions of 
change. At the time of Christ, the average span of life 
was approximately 27 years. In the following 19 cen- 
turies another 20 years were added, bringing the av- 
erage life span to 47 years in 1900. A similar gain was 
made in the last 50 years, making a man’s average life 
expectancy 67 years. 

It is but human to be frightened by change, and 
so we hear a great deal of nostalgia for the good old 
days. But I am convinced that if the good old days 
were back, in 24-hours’ time we would be eager to ex- 
change them for the present. With our present un- 
paralleled opportunities for service, we should be will- 
ing to rededicate ourselves to the high calling of our 
profession. 

I believe that osteopathy has entered a new phase 
of its existence. By and large, we have won the right 
to perform. Now we must deliver the goods. Speaking 
to you from an intimate acquaintance with organized 
osteopathy on its every level, I find the profession fit 
for its new tasks. As one of two complete healing art 
professions we have a measure of independence, and 
we are free from the restraints of organized traditions. 
We can select our own goals and our own methods of 
achieving them. Our actions will be as worthy of 
praise or blame as we choose them to be. 

The profession’s strength and momentum can be 
gauged by some of the events of the past year. For the 
first time, A.O.A. membership has risen above the 
10,000 mark, representing a huge vote of confidence in 
organization as a means of accomplishing the profes- 
sion’s purposes. Evidence of the accuracy of that trust 
can be found in a number of legislative victories scored 
throughout the year. During 1956-57 the Armed Serv- 
ices commissioning bill was made law. Osteopathy in 
Kansas was placed on a firm and just legal basis. A 
more precise picture of the profession’s status, how- 
ever, can be found in the trend toward “minor” or 
“clarification” legislation and administrative rulings in 
various states. These modifications of laws, consistent 
with our professional status, allow us to meet better the 
health needs of their citizens. Recently, clarifications 
have been made in Iowa, Utah, Texas, Wyoming, and 
Florida. There is also a trend toward recognition of 
the osteopathic physician’s right to use postgraduate 
education facilities in the state wherein he serves; 
Washington is the latest addition to the list. 

Tangible evidence of the profession’s strength is 
to be seen in the flourishing growth and expansion of 
osteopathic hospitals. In a single year there has been 
a 15 per cent increase in the number of adult beds in 
the eighty-eight hospitals approved for intern and resi- 
dent training; this is but part of a full 50 per cent 
increase over a 3-year period in the training hospitals 
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alone. Hospital expansion is significant because nearly 
every one of these institutions represents an active part- 
nership between the people of the community and their 
osteopathic physicians, and because each hospital is a 
showcase of the full scope of osteopathic practice. 

These are years of crisis for medical education. 
Our six colleges have financially weathered another 
year, granting D.O. degrees to 440 young men and 
women ready to take their places on America’s health 
team. Most of our educational problems continue, 
just as they do for colleges of medicine. Student recruit- 
ment activity noticeably improved in many states, 
though remaining passive in others. My comment on 
this is that as ye sow so shall ye reap, for divisional 
societies willing to expend effort in locating and guid- 
ing qualified young people will themselves be strength- 
ened when, as new D.O.’s, they return to their home 
states. There has been increasing discussion of the 
feasibility of founding one or more new colleges as 
one method of helping to meet the nation’s growing 
health needs. 

New medical schools are being founded yearly, 
but not one new osteopathic school has been founded 
in 40 years. With the fast-growing population of the 
United States, osteopathic medicine must move for- 
ward to meet the demand for more osteopathic phy- 
sicians and surgeons. There are several metropolitan 
areas where the hospital clinical teaching facilities 
would be available and would answer the biggest single 
problem of a new college. Association with an existing 
college or university with a strong science school is a 
possible way of progress and could answer the basic 
science problem at least in part. 

Education and research were also helped by the 
1956 osteopathic Christmas Seal campaign, which set 
a new record of $56,200, although only one D.O. in 
four contributed directly to the campaign. The most 
dramatic part of the story is that nearly 60 per cent of 
the money came from a grateful public, even though 
only one D.O. in seventeen distributed seals to his 
patients. The enormous potential these figures bespeak 
is self-evident. 

Research conducted under osteopathic auspices 
continues to be most promising. This year an informal 
research conference—the first of its kind we have ever 
held—gathered together a number of younger investi- 
gators and proved most fruitful and stimulating. A 
similar meeting is planned for next year. 

Medical knowledge is currently increasing at so 
rapid a rate that none of us dare feel that we are 
“graduated.” Frank recognition of the need for im- 
proved methods of postgraduate education has led to 
more comprehensive programs at meetings of divi- 
sional societies and A.O.A. affiliates. Another encour- 
aging sign has been the establishment of the Mead 
Johnson and Company grants, which are being doubled 
in number for the coming year. 

This has also been a year of change in the A.O.A. 
Central Office. During my year as President Dr. Rus- 
sell C. McCaughan retired after 25 years of service 
as Executive Secretary and then passed on to his 
reward last March. I consider it a tribute both to him 
and to his successor, Dr. True B. Eveleth, that the 
transfer of the reins occurred without the slightest fal- 
tering in the smooth running of the A.O.A. 

Relations with other professional and_health- 
oriented groups have continued to improve during the 
past year. The focal point of much of this advance 
has been and will continue to be the National Health 
Council. A number of specific projects are under way 
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for collaboration with member agencies, and your of- 
ficial publications will keep you informed about them 
as they develop. Whether with other professions or 
with governmental and volunteer agencies, relations are 
solidly founded on a mutual willingness to cooperate 
in the interest of the public health. 

None of the advances mentioned could have 
occurred without the thousands of doctors working as 
unpaid officers, the dedicated energies of our Central 
Office staff, and the committee members at all levels 
of organized osteopathy. For many of the latter, it 
has been equivalent to holding down two jobs, entailing 
real personal sacrifice. To all of you who have labored 
hard and long with the necessary and detailed work 
of our organization I extend my heart-felt gratitude 
and, I am sure, the appreciation of your colleagues. 

It is stimulating to look at the past, present, and 
future of this profession, for it encourages us to lift 
our eyes from our immediate concerns and get the long 
view, examining the motives behind our actions and 
asking where we are going as individuals and as a 
group. The structure of society changes from era to 
era, but the golden thread running through medical 
history is the ideal of service. For doctors that is the 
guiding star, regardless of the form of government. 
I mention this because of my conviction that govern- 
ment is going to play an ever-increasing role in the 
distribution of health services. It is my personal opinion 
that we are already so far down that road that there 
will be no turning back to the strictly private practice 
pattern of the past. We may disagree totally or in part 
with this trend. But we must at the same time recog- 
nize the inevitable and, in a spirit of cooperation, make 
our voice heard and respected. We are already wit- 
nessing the Medicare program, whereby health care 
is extended to the dependents of those in the Armed 
Services. This program does not violate the patient- 
doctor relationship, because it permits free choice of 
family physician. I think the next great step in gov- 
ernment participation in the health field will be through 
the Old Age and Survivors Insurance Program. Due 
to inflation, recipients of O.A.S.I. payments are unable 
to provide themselves with full health care. As a result, 
many of them are condemned to suffer extensive de- 
generative changes before they apply for help. It 
would be more humane and probably more economical 
in the long run for some form of health insurance 
to be included in O.A.S.I., to be financed through a 
small increase in the Social Security tax payment. 

Again, taking the long view, I believe physicians 
will more and more assume the role of teachers. In the 
past we have tended to be passive, in the sense that the 
ill patient had to seek us. But no professional man 
serves well if he does not provide leadership. The 
chronic degenerative problem is growing. It is not 
enough to treat people after they become ill. We must 
take the lead and teach them how to live, teach them 
not to abuse the bodies that have been given them. The 
public needs a thorough education in the dangers of 
obesity more than it needs a new antibiotic, education 
in family relations more than it needs a new tranquil- 
izer. In this way we can bring about the good new 
days.” 

In Paul’s epistle to the Galatians he writes: “A 
little leaven leaveneth the whole lump.” Our profes- 
sion, though relatively small in size, can effect a 
transformation in the pattern of health service by 
adhering strictly to the most advanced and highest 
standards. With the dedication and devotion one finds 
among missionaries, we can become the criterion by 
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which others are judged. Certainly this will require 
great effort and self-discipline. But let us heed the 
- admonition again found in the Book of Galatians: 
‘And let us not be weary in well doing: for in due sea- 
son we shall reap, if we faint not. As we have there- 
fore opportunity, let us do good unto all men, especially 
unto them who are of the household of faith.” . 

I thank God for having been privileged to serve 
you as President of the American Osteopathic Associa- 


tion. I look to the future and its many opportunities 
with eager eyes and with the satisfaction of having 
been a small part in the increasing service rendered by 
our profession. It is the earnest desire of my heart that 
we may continue to be worthy of the tremendous bless- 
ings that we have enjoyed individually and as a profes- 
sion, as we face the future together, God being our 


helper and our strength. 
2221 E. Third St. 


the HLECTROCARDIOGRAMS 
of two outstanding RUN N ERS’ 


PHILIP J. RASCH, Ph.D. 
DAVID D. GEDDES, M.S. 


d 
MAXWELL R. BROTHERS, D.O. 


Los Angeles, California 


| De CONFRONTED with the necessity 
of evaluating the physical efficiency of their patients 
must first possess a knowledge of the efficiency of 
physically fit individuals. They must know whether the 
development of peak efficiency is accompanied by ana- 
tomic or physiologic changes which are abnormal and 
which might erroneously be considered pathologic by 
those unaccustomed to evaluating them. This is the 
basis for Malstrom’s' wise insistence that the differen- 
tial diagnoses of the ailments of athletes can be made 
safely only by physicians with a knowledge of the spe- 
cial problems of athletes. In part, it explains the action 
of the International Symposium of the Medicine and 
Physiology of Sports and Athletics held in Helsinki, 
Finland, in 1952, in adopting a resolution recommend- 
ing that sports medicine be incorporated into the medical 
curriculum, as has been done in Czechoslovakia, Nor- 
way, and the Soviet Union. Since osteopathy empha- 
sizes the man rather than the disease and the relation- 
ship of structure to function, the osteopathic profession 
should be expected to take the lead in the development 
of sports medicine in the United States. The following 
paper is a contribution toward that end. 


Summary of previous writings 


In recent years a great deal of investigation has 
been directed to the effect of strenuous physical activity 
on the size of the heart and the morphology of its elec- 
trical potentials. However, many of the data derived 
from these studies have been extremely contradictory,” 
and some investigators have concluded that undue em- 
phasis has been placed on the role of the heart as a 


*Report No. R3-57, Research Center, Los Angeles County Osteopathic 
Hospital, Los Angeles, California. 
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limiting factor in endurance exercises. An anonymous 
contributor to the British Medical Journal stated that 
an athlete is not a good long distance runner simply 
because his heart action is exceptionally slow.* Hender- 
son, Haggard, and Dolley* expressed the opinion that a 
deficiency of sugar limits the ability of a trained man 
to withstand exhaustion. Bramwell and Ellis® suggested 
that a metabolic factor related to liver function may be 
the criterion which differentiates the superior performer 
from the average. Abrahams® advanced the possibility 
that the capacity for physical effort may be related to 
the quality of the blood or muscles. 

As purely negative evidence, it appears that dis- 
tance running seldom induces fatalities. Robbins,” who 
studied this sport over a period of 20 years, reported 
only two fatalities, one resulting from occlusion of the 
left internal carotid artery and the other from hepatitis, 
neither of which could have been averted by routine 
physical examinations. Jokl*:* noted that the literature 
contains several reports of valvular heart disease in 
outstanding athletes. A case of complete heart block 
in a distance runner has recently been described by 

While students of the physiology of activity will 
agree with Wells’ opinion that a functional test cannot 
predict physical performance with certainty, the most 
characteristic outcome of physical conditioning is the 
stability produced in the circulatory responses. Cure- 
ton,’* who perhaps has studied the electrocardiograms 
of athletes more extensively than any other physiologist, 
commented that “circulatory fitness is a principal com- 
ponent in endurance running,” and it appears that his 
opinion is shared by the majority of physiologists who 
have studied athletic performances.'* Following an 
electrocardiographic study of seventy-six champion ath- 
letes, he reported that low P waves, high T and R 
waves, and short P-R intervals were associated with 
endurance in treadmill running. The greatest P-R in- 
terval was 0.22 second and all QRS intervals were 
within the range of 0.06 to 0.10 second. Correlations 
between the amplitude of the T and R waves following 
treadmill running suggested that these waves were re- 
lated functionally to stroke volume and “heart work 
capacity.” Although arrhythmia, slurring, and other 
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irregularities were common, these abnormalities were 
probably without clinical significance. Depression of 
the ST segments was not observed.'* Beckner and 
Winsor® studied 165 male marathon runners who had 
had more than 5 years of physical training. These in- 
vestigators noted a characteristic electrocardiographic 
pattern of a slow cardiac rate with high amplitudes in 
the ORS complexes and T and U waves, which they 
considered to be consistent with right and left ventricu- 
lar enlargement without evidence of cardiac disease. 

In all recorded history the mile race has been rrvn 
in less than 4 minutes on only fifteen occasions, two of 
these performance records having been established be- 
hind the Iron Curtain. This suggests that in the run- 
ners concerned, physical fitness in general and circula- 
tory function in particular approached the maximum 
for the human organism. No information pertaining to 
the electrocardiographic records of any of these runners 
could be found in the literature, despite the fact that 
John Landy has been the subject of detailed studies in 
Sweden’ and Roger Bannister has been studied by 
Cureton."* 


Present research 


In the spring of 1956, through the gracious co- 
operation of John Landy and James Bailey, it was pos- 
sible to obtain electrocardiograms of these two of the 
nine men who at that time had run the mile race 
in less than 4 minutes. It is the purpose of this 


TABLE I—PERSONAL DATA 


Fig. 2. Electrocardiogram of James Bailey. 


paper to describe the electrocardiographic findings. 
Procedure.—On May 6, 1956, at the Los Angeles 

Memorial Coliseum, electrocardiograms were recorded 

from Bailey only a few minutes before the mile race, 


which he ran in less than 4 minutes. 


The records are 


Bailey ‘Landy 
Age 26 yrs 26 yrs. 
Height 5/11” 
Weight 152 Ibs. 146 Ibs. 
Chest diameter 
Anteroposterior 21 cm. 20.5 cm. 
Transverse 28 cm. 28 cm. 
Fig. |. Eiectrocardiogram of James Bailey. 


reproduced in Figures 1 and 2. 


TABLE II—PERTINENT ELECTROCARDIOGRAPHIC DATA 


Electrocardiograms 


Bailey Landy 

Rate A. and V. 70-82 57-65 
Rhythm Sinus arrhythmia Sinus arrhythmia 
Axis Normal +90° Normal + 90° 
Heart position Vertical Vertical 
PR interval 0.27 sec. 0.18 sec. 
QRS interval 0.08 sec. 0.08 sec. 
OT interval 0.40 sec. 0.40 sec. 
QRS configuration Normal Normal 
R amplitude 

Lead I 4 mm. 4 mm. 

-Leads IT, III, AVF 18 mm. 20 mm. 

Vs 39 mm. 18 mm. 
S amplitude 

V; 16 mm. 27 mm. 

V2 34 mm. 21 mm. 
Ventricular 

activation time 

Vi 0.02 sec. 0.02 sec. 

Vs 0.05 sec. 0.04 sec. 
ST segment Isoelectric Isoelectric and 


T waves Normal 


sharply peaked 
Tall in V-—Vs 
and CRa 
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ea pion athletes the greatest P-R interval was 0.22 second, 
although he elsewhere reported an interval of 0.32 
os ons in his studies of Robert Richards.?* In the absence 
Ss a a of other evidence of heart disease, a prolonged P-R in- 
| terval is suggestive of increased vagal tone. The ex- 
planation for the unusually prolonged P-R intervals in 
the electrocardiograms of Richards and Bailey is not 
Tier yt readily evident. This finding is in contradiction to 
Cureton’s"? report that short P-R intervals are correlat- 
A A ad of 0.18 second appears to be normal for Landy’s heart 
Discussion of Landy’s electrocardiogram.—Ac- 
‘7 [cording to the criteria of Sokolow and Lyon” or of 
un! Marriott,’® this electrocardiogram indicates left ventric- 
| ular hypertrophy; however, the ventricular activation 
| : time was normal. The notching of SV;, RV4, R-CR; 
and slurring of the apex in R-V; and R-V, suggest in- 
3 " traventricular interference in conduction. The T waves 
are unusually tall and sharply peaked in V2, V3, Va, Vs, 
| and CR;. The increased amplitude is concordant with 
: the large ORS complexes and with Cureton’s' observa- 
tions of other well-trained athletes. The P-R interval 
Fig. 4. Electrocardiogram of John Landy. 
CREEL 
j 
: 
4 ; 
Fig. 3. Electfocardiogram of John Landy. 
7 
were recorded on Landy at Fresno on May 10, 1956, ff 
shortly before a training session. These tracings are 
reproduced in Figures 3 and 4. In both instances, they 
were recorded by means of a Burdick type EK-2 di- ! 
rect-recording electrocardiograph with the subject lying ii 
supine on a plinth. Personal data on the two athletes 
are presented in Table I. Their remarkable physical ms sss mt 
similarity suggests that this physical configuration is the Sa 
one best adapted to middle distance running. Pertinent mes 
electrocardiographic data are summarized in Table II. t 
Discussion of Bailey's electrocardiogram.—This 
electrocardiogram is indicative of first degree A-V (Ep : 
block. By the criteria of Sokolow and Lyon’* or of i ; 


Marriott’® the amplitude of the R waves in Lead V; or 
V. or of the S wave in Lead V;, plus the R wave in 
Lead V;, suggests left ventricular hypertrophy if ampli- 
tude alone is considered. However, the body build of 
this subject enhanced the close approximation of the 
precordial electrode to the myocardium, thus increasing 
the potential recorded. The ventricular activation time 
was within normal limits, indicating good conduction 
from the A-V node to the epicardial surface. The first 
degree A-V block is suggestive of delay at the A-V 
node and is probably the result of the increased vagal 
tone characteristic of well trained athletes.2° The P-R 
interval of 0.27 second is of interest in view of Cure- 
ton’s'* statement that in his study of seventy-six cham- 
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of 0.18 second appears to be normal for Landy’s heart 
rate. 


Summary and conclusion 


The electrocardiograms of two athletes who have 
run the mile race in less than 4 minutes have been pre- 
sented. These tracings differ in some respects from 
those of normal nonathletic individuals and, if con- 
sidered apart from the subjects’ backgrounds, the find- 
ings could be misinterpreted. However, in general, 
these electrocardiograms are consistent with those of 
other athletes in similar physical condition; in view of 
the known physical efficiency of these individuals, it is 
highly improbable that these records show evidence of 
cardiac damage. This serves to emphasize the necessity 
for the cardiologist to interpret every electrocardiogram 
in the light of the personal history of the subject. 
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EK VERY PHYSICIAN who attempts to deal with 
problems of human infertility should constantly keep 
in mind that he is treating people, and not isolated 
ovaries, tubes, uteri, or testes. The increasingly fre- 
quent appearance in the scientific literature of articles 
discussing psychogenic and emotional elements in steril- 
ity attests to the fact that belatedly the psychophysi- 
ologic concept is being applied successfully to the com- 
plex question of human reproduction. The fertility 
index of human beings is sensitive to their emotional 
changes, and no study of infertility should be attempted 
without adequate evaluation of the personalities of the 
two persons involved. 
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Physiology of exer- 
cise. 


I want to emphasize “evaluation of the person- 
alities of the two persons involved.” Infertility is a 
problem of the married couple, so the history must 
include not only evaluation of the husband and the 
wife emotionally, but evaluation of the marriage itself. 
How good a marriage is it in terms of happy mutual 
adjustment? To what degree do the two persons show 
a mature attitude in giving and receiving? What is the 
condition of the interpersonal “field” involved ? 

Emotional responses in marriage are as varied as 
the people who make the marriages. Unconscious hos- 
tilities, defense reactions, persistent juvenility, fear of 
pregnancy, depressive reactions, compulsive reactions, 
unconscious rejection of progeny—these and many 
others are found by physicians who are learning to 
consider their patients as people. Whereas inadequacy 
in a single partner is about equally divided between the 
sexes (a little less than 20 per cent in the male, a little 
more than 20 per cent in the female), over 50 per cent 
of all cases of infertility are due to both partners.’ In 
reflecting on this observation, Rubenstein’ wonders 
whether there may not have been some unconscious 
awareness in the couple that they were equally matched 
in their fertility—that somehow they picked each other 
because, at the unconscious level, their desire for off- 
spring, their real drive to have children, was about equal. 

Two separate, though not unrelated, groups of re- 
actions must be examined in any study of the question 
of emotional and psychologic factors in sterility: (1) 
the reaction of the patient to the discovery of the condi- 
tion, regardless of ultimate etiology, and (2) psycho- 
genic sterility, its causes, dynamics, and therapy. Al- 
though what I have said above indicates that both hus- 
band and wife must always be interviewed as a couple, 
and further indicates that there is usually an interrelat- 
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ed problem, it is more convenient as well as more logi- 
cal to discuss the sexes separately in considering each 
of the two reaction groups. 

The woman who finds that she is sterile may at 
first be greatly concerned. She may feel that it means 
she is not really a woman. The way in which she 
handles the stress is in itself a good indication of her 
emotional maturity. The more mature woman is apt to 
say in effect, “What can we do about it? Can it be 
corrected? If not, can we adopt a child?” The less 
mature woman cannot stand discovering an imperfec- 
tion or refuses to accept the findings and goes from 
doctor to doctor hoping to get a “better” diagnosis. 
Another reaction is that of women who unconsciously 
do not want children but who must deceive themselves 
into the opposite conscious belief by doing everything 
in their power to conceive. There are also those who 
because of inferiority feelings must go to extreme at- 
tempts to prove to themselves that their infertility is not 
their fault. 


It has been repeatedly stated that at deeper levels 
of the female psyche, motherhood represents the final 
maturation phase of the woman’s development. Her 
own ultimate emotional needs are finally fulfilled only 
through motherhood. The discovery that motherhood 
may not be possible for her may, then, have significant 
unconsciously frustrating effects upon the woman. 
How well or how adequately she is able to find a sub- 
stitute for or a sublimation of this deep drive depends 
largely on her relative maturity of adjustment to her 
total life situation. 


The male does not appear to have a similar deep 
psychic drive toward fatherhood. It is chiefly the ego 
of the male that suffers upon the discovery that he is 
infertile. Commonly, he does not want anyone to know 
of his infertility lest (as he thinks) his friends consider 
him “not a man.” Male pride, male vanity and, fre- 
quently, masculine confidence in general may be injured 
by this discovery. Often the empathy of the physician 
is put to a severe test when he attempts to help his pa- 
tient accept and adjust to the unpleasant finding. The 
social concepts of the male are often involved: The 
tradition of the importance of begetting sons, or at least 
progeny, is learned from family and social contacts and 
he feels that “he ought to have children.” 


The second group of psychologic and emotional re- 
actions related to infertility, those having to do with 
so-called psychogenic sterility, is still often ignored by 
doctors who are quite thorough in their study and 
evaluation of the more purely physical factors in human 
reproduction. The chief reason for this is, I believe, a 
large residuum of what has been termed “organic ori- 
entation” in the thinking of present-day physicians. 
Finding a physical deviation or abnormality, or discov- 
ering a mechanical defect, the doctor assumes that it is 
a condition sua generis, but I hope to make clear in this 
paper that many of these mechanical defects and physi- 
cal or functional abnormalities are the end-result of 
emotional states and attitudes manifested somatically 
by means of the influence of the emotions on the au- 
tonomic nervous system. 


The psychologic and emotional factors in sterility 
in the male have never had the benefit of any thorough 
controlled study. It is well known that during acute 
phases of severe neuroses and in psychotic depressions, 
the male is rendered temporarily ineffectual through 
psychic impotence. Occasionally one finds mention in 
the literature of cases of temporary infertility due to 
markedly reduced spermatozoa production during acute 
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phases of neurosis, psychosis, or even as a result of 
psychologic rejection of the idea of parenthood. Much 
more study is needed to determine why an otherwise 
physically healthy male with no positive history of in- 
fection should have deficient spermatozoa production. 

It is known that alteration of stress, such as mov- 
ing from an urban to a rural area, or giving up the re- 
sponsibilities of running his own business and going 
into more remunerative work with shorter hours such 
as a skilled factory worker, has enabled previously in- 
fertile husbands to impregnate their spouses. 

It is known, too, that changes in sperm count and 
activity have been recorded after a male started therapy 
but before therapy could possibly have resulted in such 
change. There have also been a number of instances 
in which the male became fertile as a result of analyti- 
cally produced alterations in the wife’s behavior and 
attitudes toward the marital situation. 

Before discussing emotional factors in female in- 
fertility, I wish to offer a few statistical observations 
which, if considered thoughtfully, may cause revision 
of concepts of the real causes in the majority of in- 
stances of infertility in the female. The first is a state- 
ment by Kroger? that in about 30 per cent of cases of 
infertility the woman becomes pregnant without treat- 
ment. The second is a report® of 300 consecutive in- 
fertile women, 17.7 per cent of whom became pregnant 
within a year after the simple examination procedure 
of passing a uterine sound; in another 300, 10.8 per 
cent became pregnant after bimanual examination ; but 
in a third group of 300 only 19.6 per cent became preg- 
nant after being “adequately treated” with estradiol and 
progesterone. How can these surprisingly similar re- 
sponses be reconciled with the current medical enthusi- 
asm for hormone therapy, cervical dilatation, tubal 
insufflation, thyroid medication, or other medical med- 
dling to overcome sterility ? 

Obviously, more must be considered than mere 
infertility. In many instances infertility is nature’s 
answer to the problem posed by the physically adult 
but emotionally and psychologically immature woman. 
Often, sterility problems assume the proportions of a 
contest between nature and the doctor with pregnancy 
the ultimate victory trophy and with no thought being 
given to the question of whether this woman (or this 
couple) really wants and is mature enough to have a 
child. Merely because a woman says she wants a baby 
does not necessarily indicate that she means what she 
says. Many times the doctor is doing a social disservice 
when by his interfering manipulations he alters the 
psychophysiologic situation to such a degree that one 
of these immature women does conceive. Not only is 
the woman apt to reject the child if she carries it to 
term, but it is well attested in the literature that during 
pregnancy these subfertile women are greater risks. 
Abortions, tubal pregnancies, toxemias, stillbirths, diffi- 
cult labors, neonatal deaths, and postpartem psychoses 
in the mother are all more common. 

For a mature attitude toward childbearing and 
motherhood, the woman should be able to feel that it is 
all right for her to become a mother, and that mother- 
hood is a state that she really desires to achieve. Her 
unconscious basic drives, her social and ideal forces, 
and her conscious personal concepts must agree and 
work toward the common goal of motherhood. To a 
little girl, “mother” signifies her own mother and her 
image of woman as well. If her mother’s attitude as 
a woman and a mother indicates that these roles are 
are difficult, unrewarding, overfilled with peril, or if the 
mother rejects her own role in the family, then the 
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little girl’s pattern of thinking and reacting is quite apt 
to be similarly distorted so that when she grows up 
physically she will have a difficult time accepting with- 
out excess fear and tension any concept of herself as 
a mother. 

It can be said then that, in addition to the anovula- 
tory effect of severe neuroses and psychoses, lesser 
states of emotional disturbance in women often inter- 
fere with normal cyclic fertility periods. Among the 
most frequent types of such emotional states are im- 
proper or distorted social concepts and development, 


Emotional responses in marriage 
are as varied as the people 


who make the marriages 


rejection of the feminine role in life, fear of pregnancy, 
labor, or the eventual offspring, psychologic interpreta- 
tions of the child as a rival, and hostility toward the 
mother (and therefore toward herself in the role of a 
mother). Hence infertility is commonly a psychophysi- 
ologic expression of the total functioning of the per- 
sonality, even though all that is found upon unidirec- 
tionally oriented study is physical malfunction of the 
organs of reproduction. 

The most common psychophysiologic disturbances 
which interfere with conception in the human female 
are: tubal spasm, chronic pelvic congestion, delayed 
ovulation, dyspareunia, and vaginismus. I have listed 
these in order of the frequency with which they are 
found to be the major discernible symptom in cases of 
female infertility. 

Rubin,‘ whose work with tubal obstruction makes 
him the ultimate authority on that condition, states that 
one fourth to one third of all female sterility results 
from complete tubal obstruction and one fourth from 
some form of partial obstruction. According to Kroger 
and Freed**® and Stallworthy,’ tubal spasm and uterine 
irritability are the most common causes for erroneous 
diagnosis of tubal occlusion. These men indicate that 
uterine irritability and tubal dyskinesia may be prac- 
tically a permanent condition in the patient who is con- 
stantly tense and has psychosexual anxieties, and con- 
sequently it is one of the chief causes of both psycho- 
genic sterility and ectopic pregnancy. 

Spasm is the typical reaction of smooth visceral 
muscle to emotional tension, as has been repeatedly 
demonstrated in the production of gastrointestinal, 
bronchial, and bladder spasm. For years gynecologists 
have been reporting spasm of the fallopian tubes in 
tense, anxious women during tubal insufflation. Cer- 
tainly the role of the psyche and the autonomic nervous 
system in maintenance of feminine genital harmony 
needs greater and more careful study. This was made 
particularly evident to me through learning of Kro- 
ger’s? results with suggestive therapy in cases of tubal 
spasm. 

Taylor*® has done considerable investigation which 
has led him to conclude that chronic pelvic congestion 
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is also a common cause of sterility. He has stated that 
it is almost certain that psychologic conditions will have 
effects on the genital tract as they have elsewhere, and 
he has suggested that pelvic congestion is the mech- 
anism and manifestation of such a set of conditions. 
He made no statements about the types of psychologic 
disturbances, but Kleegman,?° discussing the same con- 
dition, referred to its as “engagement pelvis” and de- 
scribed it in women in three related types of emotional 
situations: (1) women in the engagement period with- 
out normal release for their considerable sexual stimu- 
lation, (2) married women who had had considerable 
sexual excitement without normal release, and (3) 
high-strung, hyperesthetic women in whom sexual de- 
sire and stimulation were repressed from conscious 
expression. She stated that the symptoms in all were 
the same: excess cervical secretion, marked tenderness 
of the sacral ligaments, enlargement of the breasts, 
softening of the uterus, and tender ovaries. 

There is a popular misconception among doctors 
that ovulation occurs invariably between the thirteenth 
and sixteenth days of the usual 28-day menstrual cycle, 
but reports of many authors who were able to fix the 
exact time of a fertilizing coitus indicate that these 
women had been fertilized anywhere from the first to 
the thirtieth day of their cycles. In summarizing some 
of these studies, Schafer believes these findings con- 
firm Stieve’s view that the function of the ovaries, in- 
stead of being governed exclusively by hormones, is 
also governed by the nervous system." 

In discussing ovulation time in failures of artifi- 
cial insemination, Rubenstein? says that women who 
have rejected the semen had precisely the same emo- 
tional conflict as sterile women. It appears to him that 
the woman protected herself from becoming pregnant 
by choosing a sterile husband, and when she permitted 
artificial insemination with spermatozoa from a fertile 
donor, she found other ways to maintain her sterility. 
She did not ovulate, or she ovulated a week later. His 
group studied these cases rather carefully on the physi- 
ologic level so that they could account for why a woman 
not only did not become pregnant, but why a woman 
who had been ovulating regularly suddenly stopped 
ovulating the very month of artificial insemination. Or 
why, when a woman is ready to ovulate on day 12 and 
artificial insemination is performed, she fails to ovulate ; 
when artificial inseminaiton is performed on day 14, 
ovulation still does not occur, but when the physician 
decides not to perform artificial insemination, 3 days 
later ovulation takes place—just as soon as the sperma- 
tozoa will not live any longer. He points out that these 
are the physiologic manifestations of emotional con- 
flict, that it would seem that there is psychobiologic 
control of the reproductive function, and that sterility 
may thus result from emotionally produced delay of 
ovulation. 

The physical factors in dyspareunia and vaginis- 
mus which by prevention penetration result in failure 
of the woman to conceive are evident to even the most 
unimaginative physician, but too many doctors are ig- 
norant of the most common etiology of these related 
functional difficulties, and considerable apathy still 
exists among gynecologists regarding the therapy of 
this “minor” condition. Invariably textbooks elaborate 
on the influence of local lesions, and only casual mention 
is made of psychologic factors. In my own professional 
experience I have never found a case of dyspareunia 
due to nonpsychologic factors. Happily, I have found 
in recent years that a number of psychiatrically orient- 
ed gynecologists are making similar statements. After 


Journat A.O.A. 


il 


all, a vaginal vault that is intended to enlarge for the 
passage of a fetus will admit a phallus. 

Most psychiatrists and psychiatrically oriented 
gynecologists today are agreed that these related reac- 
tions are a defense against intercourse. These women 
believe that the phallus will hurt them, that they are too 
small to admit it. On examination some of these women 
respond with pain and spasm to the mere touch of the 
examining finger, and the introitus may become so con- 
stricted that the tip of the finger cannot be inserted. 
Admittedly, spermatozoa deposited on the vulva may 
and sometimes do find their ultimate goal, but the prob- 
ability is not great. 


I shall attempt to give a concise but relatively com- 
plete presentation of the dynamics involved in the psy- 
chologic and emotional factors in failures to conceive. 
Many different personality sets may result in the atti- 
tudes of fear, anxiety, hostility, or rejection which are 
seen in these women. That they may consciously wish 
for pregnancy and show great disappointment when 
they are unable to conceive does not negate unconscious 
rejection of pregnancy. 

It may be that the wife has unconsciously assumed 
a father-child relationship to her husband. This would 
be disrupted if she became pregnant so she must not 
conceive. Parenthetically I should add here that many 
emotionally immature women who have this “daddy” 
attitude toward their husbands do conceive if they are 
able to think of the husbands as adequate father-figures 
for both them and their children, or if they are able 
to think of their children as dolls that they can play 
with when they wish and then neglect—these women 
(unfortunately) do have children. 

Another type of psychogenic infertility seen in 
some women may result from unresolved unconscious 
hostility toward their mothers. The woman may feel 
compelled to reject the idea of a child as she felt her 
mother rejected her, or she may feel her child will hate 
her the way she (the patient) hated her mother. 

Interesting, too, is the comment by Deutsch’? that 
expiation of old guilt feelings through suffering and 
sacrifice (such as adverse change in living conditions 
or social status) sometimes relieves the woman of her 
inner tensions and allows her to conceive. She also in- 
dicates that the physical treatment used by the gyne- 
cologist to treat sterility may be interpreted by the 
woman as punishment, and it is this factor that is re- 
sponsible for the results. 

In connection with mention of guilt feelings and 
punishment, fears about masturbation and childhood 
sexual experiments should be discussed briefly. Even 
in the middle of the twentieth century a large number 
of women manifest tensions which result from largely 
unconscious recollections of the punishment and/or 
lectures about wickedness, sin, and nastiness delivered 
by older members of the family. Psychosexual con- 
flicts thus induced in these women are apt to result in 
frigidity and psychogenic sterility. Wittkower and Wil- 
son?? and Dunbar" have made interesting studies show- 
ing a correlation between personality profiles of patients 
with psychosexual conflicts, psychogenic sterility, and 
frigidity. 

Another type of infertile woman is the domineer- 
ing woman who is perhaps psychologically masculine or 
attempting to be. She rejects the feminine role of 
motherhood and does not conceive. It is interesting 
that in this connection, Deutsch’? states that she has 
commonly seen a long desired pregnancy follow re- 
nunciation of a career. 

Deep-seated hostility toward males may also pre- 
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vent the woman from becoming pregnant. After psy- 
choanalysis has enabled her to adjust to, accept, and 
perhaps sublimate some of the hostility, she becomes 
fertile. Or it sometimes happens that hostility (at a 
relatively conscious level) toward a spouse may result 
in apparent sterility which disappears in a subsequent 
marriage. 


This list is not exhaustive but aims only at indi- 
cating some of the more common dynamics in problems 
of psychogenic sterility. It should serve to emphasize 
Dunbar’s™* conclusion that the physician should inves- 
tigate the areas of conflict of every couple who appear 
to be infertile so that he may have the satisfaction of 
helping his patient and also of preventing illness in his 
patient’s immediate circle of children and friends. 

In discussing therapy of psychogenic sterility, I 
would like to put maximum emphasis on prophylaxis 
which, in psychosexual conflict, begins properly in 
childhood with natural sex education. This obligation 
should not be relegated to a schoolteacher. Sex educa- 
tion is not the duty of the public education system, but 
the duty of the parents. By the time the child is 6 years 
of age, his basic psychosexual orientations are already 
well structured (though admittedly in a malleable state ) 
so it is too late to begin. Parents should be taught that 
the time to help their children learn about the sexual 
aspects of life and human behavior is when they first 
begin to ask questions. My first axiom to my students 
and my patients is: If the child is old enough to ask 
the question, he is old enough to deserve an answer. 
As physicians, it is our duty and obligation to teach 
this attitude to patients. Then, if necessary, we must 
teach them how to teach their children. 

But there still remains the problem of the couple 
who are infertile now. First of all, the need for psy- 
chotherapy must be established aside from the sterility, 
and never on a basis of exclusion. Not every infertile 
person who is pronounced physiologically normal by a 
gynecologist or a urologist should receive psychother- 
apy, and not all those who need psychotherapy should 
necessarily be referred to a psychiatrist. It is my belief 
that the physician should be as much at home in minor 
psychotherapy as he is in minor surgery, and I empha- 
size that if he has allowed his psychiatric knowledge to 


The doctor attempting to treat 
infertility must assess the marriage and 


the personalities of husband and wife 
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lag behind his surgical or general medical knowledge, 
he should bring himself up to date by means of grad- 
uate study so that he will be equipped to give his pa- 
tients the kind of complete care that they expect him 
to provide. 

Unless the doctor’s evaluation of the patient’s 
emotional conflicts reveals a severe disorder, he should 
be able to proceed with psychotherapy. This does not 
mean psychoanalysis or personality analysis or charac- 
ter analysis. It consists in helping the patient to talk 
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about herself (or himself) in a confident, relaxed man- 
ner as a person in a life situation. What the doctor 
should aim at is psychotherapy on a relatively superfi- 
cial level, helping the patient to ventilate the areas of 
conflict and tension, helping the patient to see these 
things objectively as a part of his or her personality 
and attitudes. The family doctor or the gynecologist 
can help the female patient accept herself as an ade- 
quate person. He helps her dissipate her hostility, her 
anxiety, and her ambivalence about dependence (or her 
excessive dependency). He helps her to accept and be 
proud of her womanhood and her potentiality for 
motherhood. 

These things are inseparable from the considera- 
tions mentioned early in this discussion: How good a 
marriage is this? Are this man and this woman mature 
enough and are their attitudes toward marriage mature 
enough to make them good parents? If not, then the 
physician should not attempt to thwart nature’s suc- 
cessful attempt to keep them from procreating. This is 
therapy, too, and follows that ancient axiom, “Primum 
non nocere.” Rather, the persons should first be helped 
to attain sounder, more mature attitudes toward them- 
selves and the areas of their conflicts and then toward 
better mutual adjustment in their marital relationship. 
If this is done, pregnancy will occur in 80 per cent of 
cases in which infertility was diagnosed as not or- 
ganically caused.* 


Summary 


Infertility is often a result of a complex interac- 
tion of two personalities each of whom reacts in certain 
ways because of anxieties and tensions which may be 
largely unconscious. The doctor who attempts to treat 


CASE REPORTS 


Phlegmasia cerulea dolens* 


THOMAS L. RILEY, B.A., D.O. 


Los Angeles, California 


A MONG THE MOST incompletely understood 
entities in the field of peripheral vascular disease is the 
condition known as phlegmasia cerulea dolens. In 1954 
only 84 cases had been reported in medical literature,’ 
a fact suggesting infrequent occurrence of this entity. 
Recently, however, increased knowledge of the condi- 
tion has made possible the diagnosis of more cases, 
which seems to indicate that many were previously mis- 
diagnosed. 


*From the Department of Physical Medicine and Rehabilitation, Los 
Angeles County Osteopathic Hospital, Los Angeles, California. 
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infertility must therefore assess the marriage and the 
personalities of the husband and the wife. Careful per- 
sonal histories and investigation of attitudes and areas 
of conflict will often enable the psychiatrically oriented 
physician to help the couple adjust to life and to them- 
selves more satisfactorily and more happily so that 
pregnancy becomes genuinely desired and ultimately 


achieved. 
926 E. 11th St. 
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This paper is a brief discussion of the more im- 
portant aspects of the disease and a summary of a case, 
with the aim that necessary therapeutic measures may 
be facilitated by early differential diagnosis of this con- 
dition. 


Clinical course 


The onset of the disease is usually abrupt. There 
may be a history of infection or minor trauma to the 
involved extremity ; however, such a history is by no 
means necessary to the diagnosis. 

Intense pain is usually the first symptom. The pain 
is so severe that regular doses of narcotics may be in- 
adequate for its control. The pain is shortly followed 
by edema, violaceous discoloration of the extremity, 
coldness, and numbness. The patient may complain of 
paresthesias in the involved limb. Any extremity may 
be affected, but it is interesting to note that the litera- 
ture reports that the greatest number of cases occur in 
the left lower extremity. The reasons for this are 
obscure. 

Shortly after the onset of pain, the arterial pulsa- 
tions in the extremity characteristically diminish in in- 
tensity or disappear altogether. In many cases, however, 
the arterial pulsations remain undisturbed. Circulatory 
collapse is common, and the patient is frequently in a 
severe state of shock. The condition may progress to 
gangrene of the limb, prolonged shock, and death of 
the patient, or it may regress spontaneously, leaving the 
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involved extremity apparently unimpaired. In any 
event, the arterial pulsations soon return, and the at- 
tending physician is confronted with a puzzling situa- 
tion; the patient is often in a state of profound shock 
and has gangrene in a leg or arm in which the arterial 
pulsations are good. 

Because of the acute onset of the condition, the 
profound shock, and severe prostration, an erroneous 
diagnosis of myocardial infarction is frequently made. 
When discoloration of the extremity occurs, it is often 
thought to be an acute arterial occlusion by a portion of 
a mural thrombus. In an attempt to save the extremity, 
an emergency embolectomy has often been attempted, 
only to find no evidence of an arterial clot. 


Etiology 


Although the symptoms of this condition greatly 
resemble those of arterial disease, pathologic study has 
shown that the underlying disturbance of function is 
venous in origin. It is now proved to be a massive 
venous occlusion caused by thrombophlebitis. The 
symptoms of thrombophlebitis may precede the arterial 
manifestations, or the initial condition may resemble an 
acute arterial occlusion with venous symptoms oc- 
curring later. Regardless of the clinical course, the 
arterial system is never involved by the disease. 

Two theories have been proposed to account for the 
frequent association of gangrene with this condition. 
Some investigators report the loss of arterial pulsations 
to be due to associated vasospasm. The inadequacy of 
this theory is evidenced by the fact that gangrene may 
occur in cases where arterial pulsations are never di- 
minished. The poor response to vasodilating proce- 
dures also tends to negate this theory." 

The most widely accepted theory is that of ob- 
struction by thrombus of the venous return of the ex- 
tremity. The arterial supply remains unimpaired, but 
the occluded venous return leads to stasis, edema, and 
gangrene. However, this theory does not provide the 
entire answer since venous incision and thrombectomy 
do not always alleviate the condition.’ 


Treatment 


Treatment is empirical; shock must be controlled 
and pain relieved. Vasodilators and lumbar sympathetic 
blocks may be tried since in some cases improvement 
has been achieved, and thrombectomy may also be of 
value. If gangrene develops, the extremity should be 
amputated as soon as demarcation occurs. Amputation 
should not be an emergency procedure, and careful 
planning for the rehabilitation of the patient should be 
made in choosing the amputation site. 


Prognosis 


The prognosis is guarded. Death from shock usual- 
ly occurs in the most severe cases. In one series of 24 
patients in whom gangrene developed, 11 died, a mor- 
tality rate of 46 per cent.? 


Case report 


A 65-year-old white man was admitted to the Los 
Angeles County Osteopathic Hospital on December 25, 
1955. The only history available at the time of admis- 
sion was that his left wrist had been struck in a fall 
the day before. Since the fall, the wrist had been cold, 
swollen, cyanotic and very painful. The patient had be- 
come tomatose the morning of admission, and was 
brought to the hospital in a state of shock. 
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Physical examination showed a_ well-developed, 
somewhat thin, elderly male, stuporous, and in severe 
pain. Blood pressure was 60/0; respiration rate was 24 
per minute; and pulse rate was 120 per minute. The 
left hand was cold, swollen, cyanotic, mottled, and very 
painful to touch or move. Radial pulse was absent on 
the left. X-rays taken of the left arm revealed no evi- 
dence of fracture. The hematocrit reading was 38 per 
cent ; leukocyte count was 9,900; and urine was normal 
except for a trace of albumin. 

Diagnosis on admission was probable myocardial 
infarction with mural thrombus, dislodged and forming 
an embolus to the left arm. The patient was given 
Levophed for shock, and anticoagulant therapy was 
instituted. 

On the second hospital day the patient continued 
in a state of profound shock and Levophed was still 
necessary to maintain an adequate blood pressure. The 
hematocrit reading was 28 per cent, and the leukocyte 
count was 18,200, with 30 per cent nonsegmented neu- 
trophils. The left hand now exhibited a glovelike black 
discoloration, extending from the fingertips to above 
the wrist, and temperature of the hand was increased. 
The patient was able to move all the fingers of the in- 
volved hand, although much pain was still present. An 
emergency consultation was obtained with a specialist 
in peripheral vascular diseases, and the diagnosis of 
phlegmasia cerulea dolens was made. All peripheral ar- 
terial pulsations were now present in the left arm. Since 
gangrenous changes were already irreversible, a cotton 
batting dressing was applied to the involved hand. 

The patient recovered from his initial shock phase 
on the third hospital day. Cyanosis, pain, and coldness 
persisted in the left arm above the level of the gangre- 
nous area, and gross, pitting edema extended from the 
fingertips to the axilla. The leukocyte count was 
20,800. Antibiotic therapy was begun. 

Amputation of the left upper extremity was ad- 
vised on the fifth hospital day. Owing to the poor 
physical condition of the patient, it was elected to per- 
form a physiologic amputation by freezing which was 
to be followed by surgical removal of the arm when the 
patient’s general condition improved. 

On the sixth hospital day a tourniquet was applied, 
and the arm refrigerated. Gradual improvement in the 
general condition of the patient was noted, and on the 
eleventh hospital day the left arm was amputated below 
the shoulder. Recovery was uneventful. 


Pathologic findings 


On gross dissection of the amputated extremity, no 
arterial occlusion could be demonstrated. Gross evi- 
dence of thrombophlebitis was minimal. Microscopic 
examination of serial sections showed slight atheroscle- 
rosis, with no evidence of vascular occlusion or stenosis. 
Inflammatory changes were evident in the vessel walls 
of the forearm, but the vessels of the hand were un- 
involved. 

The pathologic diagnosis was thrombophlebitis of 
the veins of the forearm with associated ischemic ne- 
crosis of the hand. The clinical diagnosis of phlegmasia 
cerulea dolens was confirmed. 


Discussion 


This case presents the typical clinical picture of 
phlegmasia cerulea dolens. As in many cases, the initial 
diagnosis of acute arterial occlusion was made. It is 
difficult to explain the clinical appearance of gangrene 
to such a marked degree when pathologic findings re- 
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vealed thrombosis of only two veins of the arm with 
slight inflammation. There were no _ inflammatory 
changes in the veins of the hand. The anatomic find- 
ings in the amputated arm serve to point out the poorly 
understood pathology of this entity. 


Summary 


A brief discussion of the clinical course of phleg- 
masia cerulea dolens was presented. One case of this 


Supernumerary kidneys 


WILLIAM MIGDEN, D.O. 
Fort Lauderdale, Florida 


\ \ HILE THERE IS SOME discussion as to the 


number of authenticated cases of supernumerary kid- 
neys on record, it is generally conceded that this 
anomaly is exceedingly rare. And this is certainly true 
when compared with the incidence of other renal anom- 
alous entities, among which are the solitary kidney, 
hypoplasia, supplementary lobes, the ectopias, the me- 
dian fusion types such as the horseshoe kidney, the 
L-shaped kidney, and the cake and sigmoid types, the 
anomalies of rotation, the reduplication of renal pelvis 
and ureters, anomalies of pelvis other than reduplica- 
tion, and vascular anomalies. 


Incidence 


Sussman! states that this condition is quite un- 
usual, but with the increase in number of examinations 
by the intravenous method, more cases are being noted. 
O’Connor? says: 

Kuksinskaja states that supernumerary kidneys are the 
rarest of all renal anomalies. He found only twelve authentic 
instances in the literature. The supernumerary kidney is a 
definite, individual organ, usually found beneath the normally 
placed kidney. It has a distinct renal pelvis, ureter and blood 
vessels. The ureter may combine with the other ureter of the 
same side and open either into the bladder or into the external 
genitalia of women, or the posterior urethra of men. Laufman 
“describes hydronephrosis in a supernumerary kidney. The two 
kidneys were anatomically entirely separate being joined by a 
fibrous and areolar band. His review reveals only thirty seven 
accepted reports of true supernumerary kidneys. There are 
only three other reports of hydronephrosis of a supernumerary 
kidney.” 

Campbell*® discusses the findings of Carlson, who 
reported in 1950 on 49 cases. In one of these patients, 
the ureter from the cephalic organ opened into the 
vaginal vestibule. The urographic diagnosis was sus- 
pected or made preoperatively in only 6. Campbell then 
mentions 3 cases of his own finding. In one of these, 
a child on whom autopsy was done, a free super- 
numerary kidney was found bilaterally; four separate 
undiseased kidneys and ureters were present. In a 
white female, the right kidney was completely redupli- 
cated. In the third, an extra “half kidney” was found 
superimposed over the lower pole of the complete kid- 
ney. Each structure had its separate pelvis and ureter, 
and the supernumerary kidney had its own arterial 
supply. Campbell found that the anomaly occurred 
more often in the male than in the female. So far as 
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entity occurring at the Los Angeles County Osteopathic 


Hospital has been summarized. 
1100 No. Mission Rd. 
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number is concerned, up to five supernumerary organs 
on the left side have been described. 

Barber* states, “A free supernumerary kidney is 
entirely separate from the kidney on the side in which 
it occurs, a normal kidney being present on the opposite 
side. This type is probably the rarest of renal congeni- 
tal anomalies.” 


Embryology 


For purposes of academic comprehension and re- 
orientation concerning renal anomalies, it is well to 
consider the embryologic development of the kidneys. 
These vital organs appear at the beginning of the sec- 
ond month, arising from the metanephros and as a di- 
verticulum from the Wolffian duct at its entrance into 
the cloaca. The diverticulum from the Wolffian duct 
expands into several buds, forming the rudiments of 
the pelvis and calyces of the kidney, and by subdividing 
and growing it gives rise to the collecting tubules. The 
upper portion becomes the ureter, and the secretory 
tubules are developed from the metanephros. The 
tubules of the metanephros expand to form a glomeru- 
lus at one end; the rest of the tubule elongates to form 
the convoluted and straight tubules, the loops of Henle, 
and the connecting tubules. It is interesting to note 
that the secretory tubules of the kidney become ar- 
ranged into pyramidal masses or lobules, and that the 
lobulated condition exists for some time after birth and 
may even be found in the adult. In some lower animal 
forms the kidneys may remain lobulated throughout 
life.® 

Embryologically, it would appear that the super- 
numerary kidney develops by splitting of the renal 
blastema or as two separate buds (blastemas) into 
which single or split ureteral stalks enter to form two 
separate encapsulated kidneys. 


Diagnosis 


The diagnosis is made by the usual methods of 
urologic procedure such as intravenous pyelography or 
by retrograde and cystoscopic means, the latter assist- 
ing in localizing the ureteral orifices, which would be 
very important in the event of ureteral reduplication. 
As pointed out previously, more often than not it would 
appear that the diagnosis is made on the postmortem 
table. 

Polycystic degenerative changes, neoplasm, calculi, 
tuberculosis, pyonephrosis, hydronephrosis and pye- 
lonephritis may occur in this anomalous condition.* 


Case report 


On July 21, 1956, a 30-year-old man presented 
himself with a chief complaint of aching and pain in 
the shoulder and neck, with a coincidental pain in the 
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right lower anterior chest which was related to in- 
spiratory effort. The past history was essentially non- 
contributory other than the presence of bilateral retro- 
auricular cysts which drained periodically, and periodic 
discomfort from a recurrent pilonidal cyst to the left 
of the natal cleft. Three urinalyses made on September 
4, 10, and 14 were noncontributory. General physical 
examination of the various systems revealed nothing 
remarkable. The patient was afebrile; blood pressure 
was 132/78. 


Fig. | 


A chest x-ray which was taken in the posteroan- 
terior position on September 4 (Fig. 1) demonstrated 
evidence of normal apices, subclavicular areas, and gut- 
ters. The bronchovascular reticular pattern was accen- 
tuated in the right lower lung fields, suggesting an 
infiltrative process consistent with the findings present 
in a viral pneumonitis. The cardiac silhouette was 
essentially normal. The right diaphragm was slightly 
retracted, 

At this point, it was felt that evidence suggested 
an incipient viral pneumonitis, and a lateral chest pro- 
jection was advised. Therapy was instituted, the patient 
being given Tetracycline, 1 gram daily, and Dasin cap- 
sules, 2 at once, followed by 1 every 3 hours as needed 
for aching or pain. At this phase of the apparent infec- 
tion, considerable aching had developed in multiple 
joint areas. 

Progress symptomatically was equivocal and on 
September 10, 5 days after initiating the above therapy, 
the patient complained of lumbosacral pain radiating 
anteriorly into the groin and terminating in the testes. 
A scout film of the abdomen (Fig. 2) failed to reveal 
radiographic evidence of nephroliths. 

On September 12, kidney, ureter, and bladder ex- 
amination was conducted, employing intravenous pye- 
lography. 
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Fig. 2 


Five minutes following the intravenous adminis- 
tration of renografin, satisfactory bilateral preliminary 
excretion was visualized, and a supernumerary kidney 
on the right was suspicioned (Fig. 3). 

A film taken 10 minutes after administration of 
the dye (with the patient in the Trendelenburg position 
and with compression removed) revealed that thrust 
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Fig. 4 


excretion of the dye was greater and contrast more 
pronounced (Fig. 4). Long or short renal axial rota- 
tions were not noted, nor were aberrant renal vessels 
present. A true supernumerary kidney together with 
a separate ureter was clearly visualized, the latter join- 
ing the main stem ureter at the level of the third lum- 
bar vertebra. Some slight degree of ureterectasis was 
noted in the extra renal ureter, with possible partial 
obstruction at its distal portion. Cupping was normal 
bilaterally with good calyceal definition. No radio- 
graphic evidence of renoliths, pyelectasis, neoplasm, 
or other renal pathologic change was visualized. The 
psoas muscle shadows were normal. Lumbar scoliosis 


Fig. 5 
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was not present. The right kidney was somewhat 
larger than normal and a slight spreading effect in the 
superior calyces was suggested. Ureteral contours were 
essentially normal, although a slight degree of ureterec- 
tasis on the right at the fifth lumbar vertebra was 
suggested (Fig. 4). 

In the 18-minute film, taken without compression 
and with the patient supine, drainage of the dye had 
commenced normally (Fig. 5). At 28 minutes satis- 


Fig. 6 


factory emptying was noted bilaterally ; there were no 
remarkable characteristics in the bladder (Fig. 6). 

Following is a summary of the findings: (1) A 
true supernumerary kidney with a separate ureter was 
present on the right, medial and superior to the “main” 
kidney ; (2) function was satisfactory in the anomalous 
organ; (3) a minor degree of ureterectasis was sug- 
gested, as defined above ; and (4) significant pathologic 
change was not visualized. It is of academic interest 
to note that this patient had a double congenital prob- 
lem, that is, the pilonidal cyst which is ectodermal in 
origin in addition to the supernumerary kidney. 

At the present time all symptoms have abated and 
the patient is entirely well. In my opinion the patient 
had a viral infection which produced a transient in- 
flammation of the urinary tract. From the radiographic 
standpoint, a minor degree of ureteritis was suggested, 
which was substantiated clinically by the subjective 


finding of pain radiating to the testes. 
903 N. Federal Highway 
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A clear and present danger: 


the vanishing D.O. 


How can we describe the position of the osteo- 
pathic profession today in one paragraph? Let us begin 
with a statement of fact. Doctors of osteopathy are at 
their numerical peak. They render an unlimited med- 
ical service to the largest number of people in their 
profession’s history. Their acceptance is at its widest, 
ranging from the federal government to county political 
units and from thousands of persons in metropolitan 
areas to clusters scattered in rural areas. Osteopathy’s 
challenges are both increasing and broadening as the 
months pass. All of these facts must be taken, how- 
ever, in a relative and not in an absolute sense. In spite 
of its influence on and its usefulness to the public, the 
osteopathic profession remains a small group in rela- 
tion to the health needs of the nation. And in spite of 
its growth as an organized body, it represents a dimin- 
ishing minority in medicine. Nevertheless, the profes- 
sion does render a complete health service to a sizable 
sector of the nation’s population, and it possesses a 
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potentiality for creativeness far above its practical 
worth. The osteopathic movement in America is a 
unique institution beyond its own estimation, the faith 
of its friends, and the quick and easy brush-off of its 
opponents. An increasing number of groups allied to 
medicine and of other thoughtful people of influence are 
moved to conserve it. Today, however, osteopathy faces 
a situation which should be made widely known, not 
only within its own body, but more especially among 
its friends, both individuals and organized groups. 


Stability, success, and status are comprehended in 
the above paragraph—an actuality that cannot be gain- 
said. And yet there is implicit in the paragraph ‘“‘a clear 
and present danger’’—to employ the language of Jus- 
tice Holmes—danger to the profession’s continuity. 
The facts introduced above are of a truth, but they em- 
body no hard core of reality; hence the danger is close 
to being totally masked. Yet it is inherent in the situa- 
tion. The physician and surgeon, D.O., is a vanishing 
entity when assayed in relation to the nation’s popula- 
tion tomorrow. And the danger holds a danger within 
a danger: America, faced with a mounting dearth of 
doctors, will become almost entirely dependent upon the 
medical profession to furnish it with a complete health 
service—a profession already inadequate in numbers 
and becoming more inadequate as the nation’s popula- 
tion burgeons. 


Our readers will be tempted to make the study of 
the doctor shortage more complex by introducing into 
the D.O. lack, ideas that are confusing, contradictory, 
and extraneous, many of which defy precise definition. 
Contrary to most of today’s problems, a statentent con- 
cerning the vanishing D.O. must be simplified if it is 
to be understood and correctly analyzed. Here there is 
no risk to judgment in oversimplification. 


Osteopathy has long been preoccupied with many 
things. To an objective observer their importance ap- 
pears variable, alterable in meaning and _ significance 
from one period to another in the profession’s history. 
These matters have had to do with what is termed 
“concept” and “distinctiveness,” “separateness” and 
“independence,” “heritage” and “contribution.” Unfor- 
tunately, the language used to express the ideas in- 
volved has become a jargon of its own, offering semantic 
difficulties even to those who are emotionally committed 
to the use of these words. There are no standards by 
which their weight can be determined; their measure- 
ment is an individual matter and is destined to remain 
so. Preoccupied as are many osteopathic physicians 
with these abstractions (perhaps usefully, if the pur- 
pose is to reinterpret and reformulate their meaning in 
today’s terms), they will find that their interpolation 
into this consideration of a present danger could result 
in their missing the one thing that truly bears on the 
future of osteopathy: the mounting doctor shortage 
and the question of the vanishing osteopathic physician. 
To this immediate problem should be added a problem 
for the foreseeable future—one healing art group or- 
ganized into a power structure with total monopoly 
privileges, the American Medical Association. These 
are all pieces of the same cloth, intended to cover the 
health needs of the nation. 


The clear and present danger that encompasses the 
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osteopathic profession is trifold in nature: it is direct- 
ly related to the critical shortage of physicians that lies 
ahead, involves the diminishing ratio of doctors of os- 
teopathy to the population (the vanishing D.O.), and 
places in jeopardy the social role of the American Os- 
teopathic Association as the one small and effectively 
organized medical minority in dissent to certain of the 
purposes, powers, and political practices of a near-total 
medical majority. 


Of the fundamental problem (the doctor shortage) 
posited in relation to the avowed purpose of both the 
A.O.A. and the A.M.A. and predicted upon actual 
facts, it would seem that little needs to be said. For the 
record, however, the case should be stated, even though 
superficially. In a recent article, “Who Shall Be Our 
Doctors?” by Lawrence Bloomgarden, published in the 
June 1957 issue of Commentary, the reader’s attention 
is arrested by the statement that of the 22,000 resident 
doctors in American hospitals, 8,000 are foreign-born 
persons on temporary visas. Says the author: “If you 
enter an American hospital tomorrow, the chances are 
one in four that the resident physician who admits you 
will be a foreigner,” and most of these doctors came 
from unapproved foreign schools and are ineligible for 
licensing examinations. Despite this recruitment, 28 
per cent of approved internships and 25 per cent of 
approved residencies remain unfilled. In 1955 the num- 
ber of physicians (907) entering America as political 
refugees equaled the number of graduates of about ten 
medical schools. 


The individual need for physicians cannot be so 
dramatitally set forth as the institutional need, but it is 
equally as demanding. Then, there is the question of 
the quality of medical care rendered by the physician in 
relation to the quantity of doctors available. Even with 
the most effective use of physicians, there is a definite 
limit to the number of patients that can be properly 
processed by any one doctor in 24 hours. And what of 
the physician himself? At a hearing before a 1955 
Senate committee considering federal aid to increase 
medical school facilities, it was pointed out by Dr. 
Howard A. Rusk, Medical Editor of The New York 
Times, that the average work week of physicians in 
active practice was 69 hours, a situation contributing to 
the higher coronary rate of doctors over other profes- 
sional groups. 


To date there has been no more authentic study of 
the health needs of America than that made several 
years ago by the President’s Commission on the Health 
Needs of the Nation. Then it was determined that an 
actual shortage of 25,000 doctors existed. Currently 
eighty-two colleges of medicine are turning out about 
7,000 doctors a year. But to maintain the present gap 
between need and supply, these schools should graduate 
3,000 additional doctors annually. If the present popu- 
lation trends continue, the nation will need 330,000 
physicians by 1970, but will have only 200,000. Today 
there are 192,000 doctors of medicine in active practice 
in America. For several years there has been a ratio of 
one doctor of medicine for every 750 persons, main- 
tained only by the importation of foreign doctors. 


Thus far we have dealt with the shortage of physi- 
cians who are graduates of medical colleges. What is 
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the shortage relative to the physicians who are grad- 
uates of osteopathic colleges? G. Willard King, Direc- 
tor of The Osteopathic Foundation, presents figures 
that establish the dearth of osteopathic physicians and 
thereby the clear danger that lies ahead. The lessened 
degree of health service available to people, although 
relatively slight, is definite and must be reckoned with 
in any consideration of the public welfare. In 1940, 
when the United States had a population of 131,669,275, 
the D.O. population was 9,989, a ratio of one osteo- 
pathic physician to every 13,209 people. In 1950 the 
nation had 150,697,361 persons and D.O.’s numbered 
11,250, a ratio of one to 13,395. The 1955 estimate re- 
ports 164,280,000 people ; D.O.’s then numbered 12,143, 
a ratio of one to 13,529 persons. The increase in the 
actual number of doctors of osteopathy is meaningless 
when seen proportionately. Actually, it is a decrease in 
point of service available. The profession’s lag is much 
more serious than the figures reveal even at a first 
glance. 


Mr. King projects these figures covering a 15-year 
span against 1975, when statistics estimate the U.S. 
population will be 220,000,000. To maintain the present 
D.O. population ratio, there would then need to be 
17,000 osteopathic physicians, a net gain of 6,000. At 
capacity, the six osteopathic colleges would graduate 
9,000 doctors in the next 20 years. These figures, how- 
ever, are also without meaning unless they are corrected 
by the inevitable attrition that comes through death and 
retirement. This loss can be conservatively placed at 
7,000 in 20 years. Thus by 1975, our present ratio of 
one doctor of osteopathy to approximately 13,000 per- 
sons will be greatly increased, for the public will be 
4,000 D.O.’s short by its current ratio. Despite a pos- 
sible increase in the facilities, faculties, and enrollment 
of our six osteopathic colleges, Mr. King points out 
that maintenance of the profession’s present service 
to the health needs of America can scarcely be met by 
anything less than the establishment of at least three 
new schools of osteopathy—an addition of 50 per cent 
more schools. Twenty-five new medical schools are 
sought by leading medical educators. 


In his annual report to the A.O.A. Board of Trus- 
tees and to the House of Delegates, the Chairman of 
the Department of Public Relations laid the strongest 
possible emphasis upon the profession’s lack of suffi- 
cient colleges. In his address before the 1957 A.O.A. 
Convention at Dallas, the newly elected A.O.A. Presi- 
dent, Carl Morrison, pointed to the crying need of im- 
mediately moving forward with plans for the establish- 
ment of two new schools of osteopathy. 


To what purpose and end is this stress placed upon 
the osteopathic profession to build more schools? Is ita 
plea for partisanship for party’s sake? Is it “separate- 
ness” from the profession of medicine in order to feed 
a feud between medical factions? Does this analysis of 
osteopathic college need represent a continuing cultist 
deviation? Does it indicate mercenary motives clothed 
with respectability by a narrow and obstinate medical 
sect determined to maintain its vested interest ? 


These points have been made or implied within the 
last 2 years by the scant majority that speaks officially 
for the profession of medicine through its House of 
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Delegates. These prejudicial questions will not be dig- 
nified with an answer, and the many clear-thinking, 
intelligent, and informed doctors of medicine insulted 
by a counter statement. The crux of these matters goes 
far deeper than the position of any organized healing 
art profession, osteopathic or medical. 


The osteopathic profession has an obligation to the 
people of the United States who increasingly need 
greater facilities and more opportunity for good medical 
care. The osteopathic profession has accepted the obli- 
gation to furnish society with physicians and surgeons 
—a responsibility which it sought to possess, proved its 
right to have, and accepted when granted. It has be- 
come a social obligation that is displayed and out- 
weighed by no other, irrespective of the solicitude of the 
profession for the varying nature of modern medicine 
and of osteopathic medicine. This profession dares not 
attempt to escape its obligations as a critical shortage 
in physician care looms before the people of the Nation. 
It is in this balance and this only that osteopathy is 
being weighed and its usefulness to society determined 
by society itself. Beside this standard of immediacy 
(the next decade), society will not rate as a determin- 
ing factor in judging osteopathy the profession’s grave 
and proper concern for its “principles” and its “dis- 
tinctive contributions.” Equally unacceptable will be 
charges and diatribes of “cultism” from organized 
medicine—unless the latter is able to make its slurs 
stick. 


What of the future? Is the multiplication of schools 


of osteopathy untenable or unrealistic? It is possible 


for this profession to add to its colleges and thus pay 
its debt to society by furnishing more physicians? It is 
totally impossible, if the proposal assumes that these 
schools are to be added to the present six by the same 
method by which they were built and are maintained 
today—by the profession itself. Osteopathic colleges as 
they now stand would be rated by experts as a social 
phenomenon if the story of their building and mainte- 
nance were told in its entirety, from the time of the 
Flexner report (1910) to the present. With disparage- 
ment to no other group, one cannot but wonder where 
eighty-two schools of medicine would be today had they 
been built under -similar circumstances, and if their 
continuance were dependent upon conditions similar to 
those that make possible the continuance of osteopathic 
schools. That is not to imply that the osteopathic pro- 
fession is more altruistic, more socially minded, or 
possesses a livelier sense of moral obligation than the 
medical profession. It merely reflects the fact that the 
fight for survival has toughened the osteopathic profes- 
sion—it has passed through a long winter during which 
it has had little or no aid from extraprofessional 
sources. D.O.’s as individuals have had many loyal and 
devoted friends at a time when in the public eye the 
profession as an organized body was an amorphous 
thing, almost to the point of nonexistence. At last, as 
an organized body, osteopathy is beginning to gain 
status. 


Osteopathy is a profession today, bringing honor 
to men and honored by them. That it should fail to 
meet its present challenge—to get under way additional 
colleges of osteopathy—is unthinkable, for it would be 
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a failure that would belie its 60-year-old past. 

The challenges imposed upon the profession in 
themselves bear testimony to its worth. Challenge and 
response constitute the law of life, applicable to indi- 
viduals, institutions, and nations. Osteopathy is at its 
peak today because of increasingly stronger challenges 
to which it has made increasingly stronger responses. 

Certainly it must be a new pattern of response. 
Society does not expect this profession to promote and 
foster by itself the degree of medical education necessary 
to meet its obligation to furnish its proportionate share 
of physicians. That the profession should expect to do 
so or be so expected is not only unrealistic, it is absurd. 
But osteopathy must do one thing—it must state its 
own case in unequivocal language. The time has come 
to go tell the people. 

To tell the people is to make the osteopathic move- 
ment much more widely known to the total leadership 
of America. It must be done neither with a hat-in-hand 
attitude, nor with a sense of superiority and arrogance. 
We have railea against our educational segregation 
when too often »e have segregated ourselves ; we have 
complained of ‘solation when too often we have set 
ourselves apart. That day is largely past in our own 
minds, but our change in attitudes is not so readily 
transmitted to others. 

This does not mean that as a profession we pro- 
pose to change our identity or to hide it. It means only 
that we would stand upright among our peers to work 
with them to contribute to raising the quality and quan- 
tity of medical education, practice, and care in America. 
There are those who would gladly help us, did they 
know. Let the slogan of today be: Go tell the people! 

But one thing stands in the way of the profession’s 
meeting its clear and present danger—itself. America 
has undertaken a mighty task—from now on to main- 
tain health as a necessity for its citizens along with 
food, shelter, and clothing. It is inconceivable that os- 
teopathy should isolate itself from this high privilege. 

The order of the day for our profession has been 
written elsewhere. It is to make known in compre- 
hensible and everyday language our willingness to go 
along with the widest possible spectrum of leaders: 


. social, biological, and physical scientists; leaders from the 
field of industry and labor; legislators with statesmanlike vi- 
sion; business executives; directors of foundations concerned 
with public welfare and other philanthropic bodies; and those 
occasional doctors of medicine—and among them are leaders 
in organized medicine—able to transcend barriers, along with 
all informed men of good will everywhere. 


These are the people to whom the osteopathic story 
must be told. 


More random thinking 


Our readers will be interested to know that THE 
JOURNAL OF THE AMERICAN OsTEOPATHIC ASSOCIA- 
TION has been appraised recently in fairness and good 
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faith by one of its medical contemporaries, The Bulle- 
tin of the Vancouver Medical Association, the official 
publication of the British Columbia Division of the 
Canadian Medical Association. One day in the early 
spring, its editor, Dr. J. H. MacDermot, was browsing 
in the reading room of the V.M.A. Library. Possessing 
fundamental characteristics of a good editor—a desire 
to browse in a library no matter how busy (editors are 
always busy and ever behind), an interest in the make- 
up of magazines, and a lively sense of curiosity—Dr. 
MacDermot noticed THE JouRNAL. Obviously, he did 
not hold osteopathy to be a bad word or, were it so, 
was confident that he could withstand its corrupting 
influence! Also, it may be true that THE JOURNAL is 
under no solemn interdict in Canada; perhaps there 
doctors of medicine may not only notice it, but also may 
mention its name without losing caste. Editor MacDer- 
mot not only noticed THE JouRNAL, he “dipped” into 
it—another editorial characteristic revealed in the act 
itself. 


The Editor’s Page of the April 1957 issue of the 
BV MA reports its editor’s experience quite naturally 
and properly, in a relaxed mood. The result is a casual 
analysis in which the columnist in effect points out to 
his readers that he found this irregular and unorthodox 
periodical quite regular and perhaps orthodox in large 
part. The A.O.A. Editor enjoyed these wholesome 
and uninhibited comments, and he would not be face- 
tious with his fellow-journalist. However, as he read 
the editorial, there came to his mind the retort in a 
well-known passage in the Merchant of Venice, begin- 
ning, “Hath not... .” It would be quite unfair to 
extract the analogy from the allusion. The osteopathic 
ground on which Dr. MacDermot set foot for the 
moment was unfamiliar to him and necessarily so. Also, 
this reader, as a representative of a minority, may have 
an advantage—he may know both roads! Thus let it 
rest. And let rest, too, the question of identity that was 
raised. Let us not become too serious about this matter, 
for that could lead to controversy and a pseudopro- 
fundity. Time has a way of taking care of the apostolic 
pretensions of its mortals on each side of an issue. 
Our little systems have their day. 


This Editor found Dr. MacDermot’s page most 
refreshing and is grateful to several JouRNAL readers 
who brought this particular issue of The Bulletin to his 
attention. Apparently, in Canadian medical circles the 
new American principle (or is it new?) of guilt by as- 
sociation is not overworked. It seems quite likely, how- 
ever, that for the first time in its 56 years the existence 
of THe JourNAL was frankly acknowledged in an offi- 
cial medical publication of this continent, and on an 
editorial page. There was no name-calling, no question 
about inadequate standards, no implication of char- 
latanism, no mention of that horrendous obsession of 
American medicine—cultism, and no refuge in ethical 
violation as a mask to cover up politico-economic con- 
cern. But the best part of all was the obvious fairness 
and good faith of The Bulletin’s editor. In that, it 
should be said that he is one with many individual 
doctors of medicine in the United States who through 
the years have increasingly come to see the improve- 
ment of the health care of the people as their first obli- 
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gation and are attempting to make it an obligation of 
organized medicine in the States, hence, their willing- 
ness to cross professional lines. It is encouraging, too, 
to find individuals organizationally connected and com- 
mitted whose minds are not entirely held within organi- 
zation’s bondage, no matter how useful and productive 
the agency may be. 
But let the good doctor speak for himself : 


The teaching and practice of “osteopathic medicine” has 
gradually become almost identical with that of the regular medi- 
cal schools. We believe this applies, too, to homeopathic medi- 
cine, but have not verified this. But we feel that this all points 
to a moral that we might consider. 

We tend sometimes, as orthodox medical practitioners, to 
resist very strongly any school of thought, of diagnosis and 
treatment, which differs from our own. This is an attitude that 
has its good points: our aim is to keep as high as possible, the 
standards of education and practice which those who wish to 
treat the sick must attain. But perhaps, too, we miss something. 
By refusing to meet or acknowledge, all those who do not think 
exactly as we do, we miss an opportunity for two things: one 
is the solidarity of all those who are qualified, not necessarily 
exactly along our lines, but including ourselves, as a body of 
men and women who are taught along scientific lines, and are 
adequately taught, sometimes with local variations. 

This solidarity is to be desired. We in the regular medical 
profession are constantly accused of excluding, for our own 
benefit, many people who, though not trained in every particular 
as we are, are yet quite competent to treat the sick. 

This would include, we are sure, those who are taught and 
trained as we are. Should it perhaps, also include the modernly 
trained osteopath, the modernly trained homeopath, the dentist, 
the chiropodist? All these men are trained and educated along 
almost exactly the same lines as our own—they take the same 
basic training, they have the same theories of disease, bac- 
teriological and pathological. Their treatment, as evidenced in 
the journal to which we referred, would seem to be exactly 
the same as ours. Yet, we tend to hold our skirts tight pressed 
to us as we pass them by. 

The other thing we miss is the opportunity to help raise 
the standards of these other groups, by admitting them to 
parity with ourselves, on the condition that their standards of 
diagnosis and treatment, and of education, are at least as high 
as our own. These groups are treating vast numbers of sick 
people, and have obviously, of their own volition, been con- 
cerned with raising their standards higher and higher, till now 
they are extremely good. This shows their good faith. 

This is not a brief for osteopaths or others. It is merely 
some possibly rather random thinking on the development of 
and growth of certain groups on whom we have tended to look 
down. . . . perhaps, as a profession, we would do well to take 
a new look, make a new survey, of those groups which have 
made, and are making, honest and sincere progress towards 
high standards of education and practice. 

This can only be done on a vertical scale. . . . To go into 
this would take too long—and we leave our suggestion here. 


How well said, especially because it puts first things 
first. Human values. And how simple and how reason- 
able. But perhaps it is too reasonable in a world that 
seems less rational than it has ever been and in a so- 
ciety that is not sane. But what should we expect? 
After all, the thinking man of record is far from 10,000 
years old. Then, thinking is painful. It is so much 
easier and more fun to emote. But it is pleasant some- 
times to play at being grown up and to pretend to be 
mature. Unfortunately, not to be mature at all times 
leads eventually to tragedy, both for men and for man. 
That this should be true of men working in the fields 
of religion and medicine, both evoked for man’s heal- 
ing, seems most unfortunate of all. 
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Public health bills 
introduced in the 1957 sessions 
of the state legislatures 


> IN THE MARCH and May issues of THE JOURNAL lists of 

significant public health bills introduced at the 1957 sessions of 

the state legislatures were published. Printed below are the 

titles of additional public health bills of the 1957 sessions. In 

the September JouRNAL, a complete report of the General Coun- 

sel’s office will comment upon those bills enacted into law. 
FLORIDA 

H 217—OstropatHs: Giving osteopathic physicians and 
surgeons equal rights with other schools of medical practice, etc. 

H 352—Hospitats: Relating to the licensing and regula- 
tion of hospitals. 

S 515—OsteopatHy: Providing scholarship program for 
osteopathic medical education. 

S 561—OstropatHs: Amending sections 459.07, .09, .19 
and .20, providing for osteopathic physicians and surgeons hav- 
ing equal rights with other schools of medical practice, annual 
postgraduate education, and temporary certificates for interns 
and residents. 

H 596—OsteopatHy: To provide a scholarship program 
for osteopathic medical education. 


Current 


Treament of allergic emergencies 


Pm IN STATUS ASTHMATICUS, respiratory paroxysms occur at 
intervals and are associated with wheezing respiratory sounds, 
a sense of constriction in the chest (dyspnea), coughing, and 
mucus expectoration. Alveolar underventilation occurs as soon 
as the increased breathing efforts are inadequate to compensate 
for the faulty movement of air past the narrowed bronchioles. 
According to Mary Hewitt Loveless, M.D., in the May 1957 
issue of the Medical Clinics of North America, overmedication 
is common in the treatment of this condition. Opiates and barbi- 
turates depress not only the breathing center but also the cough 
reflex and the pulmonary ciliary movements that are so im- 
portant in the evacuation of mucus. Adrenalin (epinephrine 
hydrochloride), particularly when given in excessive volume by 
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ILLINOIS 

S 491—Mepica practice: Amends Sections 4 and 14 of 
the Medical Practice Act to increase license fees for certain 
examinations. 

S 651—Mepicat scHooLs: Adds section 7c of the U. of I. 
act to require board of trustees to provide facilities for admis- 
sion of 250 first year students to college of medicine beginning 
1959 school year and thereafter. 

H 1202—MeEpIcav prActTIce act: Adds Section 12b to the 
Medica] Practice Act to provide for the licensing to practice 
medicine in all its branches of presently licensed osteopaths and 
chiropractors upon the completion of certain educational re- 
quirements and the taking of an examination. 

H 1244—MeEpIcAL PRACTICE ACT: Amends Sections 11A, 
13A, 14, and 16 of the Medical Practice Act to provide for the 
issuance of state hospital permits authorizing the practice of 
medicine in all of its branches in certain state institutions. 

NEBRASKA 

LR 33—HEALING Arts: Relating to the Legislative Coun- 
cil Study of the Healing Arts. 

NORTH CAROLINA 

S 462—OsteopatHy: Providing for the appointment by 
the Governor of a commission to survey and study the scope 
and proper fields of practice of osteopathy and to make recom- 
mendations with respect thereto. 

H 869—Tax poctors: To impose a privilege license tax on 
medical doctors and to use the proceeds to aid in maintaining 
tax supported hospitals. 

PENNSYLVANIA 

S 842—Licenses: Fixing the registration fees and renewal 
fees for licenses and registration certificates for certain profes- 
sions, trades, and occupations; providing for biennial renewals. 

H 1062—OsteopATHIC COLLEGE: Making an appropriation 
to the Philadelphia College of Osteopathy, Philadelphia, Penn- 
sylvania, for maintenance and support. 

H 1097—Puysician: Amending the “Statutory Construc- 
tion Act” changing the definition of “physician.” 

H 1151—Hospirats: Requiring reimbursement of state- 
aided hospitals for use of their facilities by doctors of medicine, 
osteopaths, osteopathic surgeons, chiropractors, dentists, and 
psychologists. 


Literature 


injection, can cause systolic hypertension, tachycardia, extra- 
systoles, and ventricular fibrillation. Death has followed its 
intravenous administration. Other complications of acute asthma 
are dehydration resulting from exertional sweating and neg- 
lected food and fluid intake, psychologic disturbances, acute 
infection, cor pulmonale with failure of the right ventricle, and 
emphysema. Among the conditions to be differentiated from 
asthma are inhalation of a foreign body into the lungs and 
cardiac asthma. 


Patients in status asthmaticus are suffering from hypoxe- 
mia, and in prolonged and severe attacks there may be carbon 
dioxide retention. It is thus urgent that the oxygen saturation 
of the blood be promptly elevated. Intensive medication with a 
nebulized adrenergic amine should be given once every 1 to 3 
hours until improved gas exchange is accomplished. Oxygen 
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may be given if the response to bronchodilators is inadequate. 
When there is depression of the respiratory center, intermit- 
tent positive pressure breathing in inspiration should be insti- 
tuted, with air or oxygen. In apnea, automatic cycling can be 
used for artificial respiration. Digitalization should be done in 
myocardial insufficiency. Tracheotomy may have to be per- 
formed to remove abundant bronchial secretions. Adrenal corti- 
cal steroids will give striking and, by intravenous route, rapid 
symptomatic relief of acute asthma. Antibiotics should also be 
used when acute infection is present or anticipated. Sedatives 
should usually be withheld during the critical phase of bronchial 
obstruction. 

Serum and drug allergies as well as angiodema may give 
rise to emergency situations by obstructing respiration to the 
point of asphyxia. They may also precipitate hypotensive shock 
in the same way that massive exposure to ingestant, inhalant, 
or injectant allergens causes collapse. If epinephrine is not 
promptly remedial, tracheotomy may be needed for severe 
laryngeal or tracheal edema and levarterenol by infusion for 
shock. Cortical steroids given intravenously may also be 
effective. In general, such naturally occurring products as 
epinephrine, norepinephrine, corticotropin, and the cortical 
steroids should be used, since they are not likely to provoke 
allergic antibody responses. After the patient has recovered 
from the emergency, an attempt should be made to discover the 
allergen responsible and to separate the patient from it. If this 
is not practical, a tolerance can be induced by graduated paren- 
teral doses of the offending antigen. With the Freund principle 
of water in oil emulsion only one or two annual treatments may 
be needed. Prophylactic management should include breathing 
exercises to enhance participation of the diaphragm, and often 
psychotherapy. 


Hypofibrinogenemia in pregnancy 


> THE MOST WIDELY accepted explanation of hypofibrinogene- 
mia in pregnancy is that thromboplastin is released from the 
uterus or its contents into the maternal blood, thereby setting 
in motion the normal clotting mechanism. The resulting intra- 
vascular clotting rapidly depletes the circulating fibrinogen, and 
the liver is unable to replace this deficiency quickly enough to 
prevent hemorrhage. According to John M. Tortora, M.D., and 
Joseph C. Amico, M.D., in the June 15, 1957, issue of the New 
York State Journal of Medicine, clinically this syndrome occurs 
in abruptio placentae, amniotic fluid infusion, long retention of 
a dead fetus in utero (usually due to Rh isosensitization), ful- 
minating eclampsia, abortions, and retained placenta. Any pa- 
tient who is suspected of having any of these conditions should 
have a clot observation test done at least at 2-hour intervals. 
This should be continued until well after delivery has been ac- 
complished. When the clotting mechanism remains normal the 
method of delivery depends on the individual case. The manage- 
ment of hypofibrinogenemia consists in prompt recognition of 
the syndrome and immediate treatment. The clotting mech- 
anism should be rapidly restored by intravenous administration 
of human fibrinogen along with replacement of blood loss. 
Usually 2 to 8 gm. of fibrinogen is necessary, and the amount 
can be determined clinically by the clot observation test. Any 
surgical approach to evacuation of the uterus should be delayed, 
if possible, until the clotting mechanism is improving. 


Dermatologic aspects 
of peripheral vascular diseases 


P IN THE MAY 1957 issue of Postgraduate Medicine, James A. 
Evans, M.D., and John L. Fromer, M.D., describe peripheral 
vascular diseases with dermatologic aspects as erythematous, 
edematous, eczematous, pigmented, nodular, indurative, and ul- 
cerative. In the treatment of the vascular proliferative lesions 
of Kaposi’s hemorrhagic sarcoma, the authors used cathode ray 
therapy (high energy electrons) successfully in 17 patients. In 
addition, 2-million-volt x-ray therapy was given to these pa- 
tients. Total excision and grafting have been effective in necro- 
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biosis diabeticorum, especially in the early stages. Other thera- 
peutic tools for the dermatologic manifestations of vascular 
diseases include intra-arterial injection of Priscoline hydro- 
chloride for ulcer, anticoagulants for the cellulitis of recurrent 
chronic phlebitis, the trypsin solvents for the eschar of necrotic 
ulcers, and sympathectomy for ischemic ulcers of hypertension, 
arteriosclerotic ischemic ulcers, and the ulcers of thrombo- 
angiitis obliterans. Management also includes the mycin oint- 
ments that have been available for the last 10 years. The use 
of an antibiotic powder and sterile powdered Gelfoam dressing 
is an improvement of the sponge rubber technic for stasis ulcers. 


Early diagnosis of 
carcinoma of the stomach 


P THE MORTALITY RATE for cancer of the stomach has de- 
creased little in the United States in the last 50 years. Accord- 
ing to Hu C. Myers, M.D., in the January 19, 1957, issue of 
The Journal of the American Medical Association, the chief 
deterrent to cure is delay in diagnosis. On the basis of the 
histories of 106 patients, the five most common early symptoms 
were loss of appetite, gas, nausea, epigastric pain, and loss of 
weight. By far the most frequently given initial symptom was 
epigastric pain. Later questioning of some of these patients re- 
vealed that almost invariably there was an interval in which 
there was indigestion, loss of appetite, fulness, gas, or other 
vague symptoms or group of symptoms before the pain began. 
The conclusion was reached that pain, when it occurred, so 
overshadowed the minor symptoms that the patient disregarded 
these previous minor complaints when giving the history. The 
natural course of carcinoma of the stomach is progressive and 
fairly rapid. The median time for making a diagnosis after the 
onset of symptoms and before metastasis was found to be 
about 2.2 months. At the author’s clinic it is now the practice, 
if the stomach shows a filling defect in the first series of 
roentgenograms but no definite carcinoma appears, to give anti- 
cholinergic drugs and to check the area carefully 5 days later. 
If the defect is still present, an exploratory operation is advised 
without further delay. The author concludes that patients and 
even physicians fail to take the early signs of the disease, such 
as loss of appetite, indigestion, fulness, and gas, serious!y 
enough, and that more educational effort is needed to stimulate 
lay persons to seek examination promptly and to urge physicians 
to spare no effort in having operations performed without delay. 


A clinicopathologic study 
of the anatomic changes in the heart 
resulting from cardiac massage 


> ALTHOUGH THERE IS increasing awareness of the frequency 
with which cardiac arrest occurs, together with a heightened 
interest in the problem of cardiac resuscitation, little attention 
has been devoted to the damage that may be done to the heart 
as a result of rhythmic manual compression. In the May 1957 
issue of Surgery, Gynecology and Obstetrics, Lester Adelson, 
M.D., reports on 60 patients who died during or after cardiac 
massage and who came to autopsy. The massage was done by 
persons of varying training and medical and surgical experience. 
Patients with congenital or acquired cardiac malformations who 
died ‘during cardiac surgery and those with mechanical injury 
to the heart as a result of accidental or homicidal violence 
were excluded from the study. Of the 60 patients, 44 (73 per 
cent) died during massage, with no regular heart beat having 
been restored. Sixteen (27 per cent) survived massage but died 
at some time afterward. In these, regular cardiac action resumed. 

In patients who were found to have sustained heart dam- 
age, subepicardial hemorrhages ranging from multiple petechiae 
to extensive focal and confluent areas of hemorrhagic extra- 
vasation were present. The most frequently encountered myo- 
cardial changes resulting from massage consisted of varying 
degrees of intramyocardial bleeding plus inflammatory changes 
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that appeared shortly after massage was started. Focal and 
confluent subendocardial hemorrhages were common in the left 
ventricle. Damage to the cardiac vascular apparatus produced 
hemorrhagic extravasation responsible for the more striking 
gross anatomic changes seen. In the 44 patients who did not 
survive massage, damage was classified as severe in 6 (14 per 
cent), moderate in 12 (27 per cent), slight in 17 (39 per cent), 
and negative in 9 (20 per cent). In none of those who sur- 
vived massage was cardiac injury considered severe. 

This series emphasized the fact that cardiac arrest occurs 
at all ages, with all types of anesthetics, and following a broad 
variety of traumatic and therapeutic incidents. It was found 
that asystole was much more frequent than ventricular fibrilla- 
tion as a basis for arrest. Cardiac injuries produced by massage 
are a function of technic rather than of duration, and prolonged 
successful massage (more than an hour) can be done without 
significant cardiac damage. Instruction in the theoretic and 
practical aspects of cardiac massage are prerequisites to suc- 
cessful cardiac resuscitation. 


An improved device to amplify 
the sounds of respiration 
of anesthetized patients 


P accorpdING To Sylvan M. Shane, D.D.S., and Harry Ashman, 
M.D., in the January 26, 1957, issue of The Journal of the Amer- 
ican Médical Association, amplifying the sounds of breathing of 
an anesthetized patient is highly desirable, since this affords the 
most accurate second-to-second communication with the uncon- 
scious patient. The visual observation of moving chest or of the 
breathing bag offers no assurance that partial respiratory ob- 
struction does not exist. The amplifying apparatus, called the 
Breathophone, requires no contact at all with the patient. It con- 
sists of a microphone from a hearing aid, which is inserted with 
waterproof glue into a cork and reconnected to the hearing aid 
by lengthening the wires that originally connected it with the 
amplifier. The cork containing the microphone is then inserted 
into a T-tube. The T-piece is placed anywhere within the 
breathing circuit. The slightest breath causes the column of air 
within the T-tube to move and strike the microphone. Even 
with the most depressed respiratory pattern, the amplifier can 
be operated at less than full volume. When the earphone is 
put in a small open-mouth jar or paper cup, which acts as a 
resonator, the sounds can be heard by everyone in the operating 
room. The magnetic-type microphone is spark-proof, explosion- 
proof, and moisture-proof. 


The place 
of anticoagulant therapy 
in acute myocardial infarction 


P THERE IS NO AGREEMENT today regarding the indications for 
anticoagulant therapy in acute myocardial infarction. In the 
March 1957 issue of the Journal of the American Geriatrics 
Society, Henry I. Russek, M.D., says that there is a strong 
tendency to overtreat patients with myocardial infarction be- 
cause of a pessimistic attitude toward prognosis. There is evi- 
dence that eight important signs and symptoms make it possible 
to determine whether a patient is a poor risk requiring anti- 
coagulants or a good risk requiring only the more traditional 
methods of management. Following are the poor prognostic 
signs: (1) history of previous myocardial infarction; (2) in- 
tractable pain; (3) extreme degree of persistence of shock; 
(4) significant enlargement of the heart; (5) gallop rhythm; 
(6) congestive heart failure; (7) auricular fibrillation or flut- 
ter, ventricular tachycardia, or intraventricular block; and (8) 
diabetic acidosis or other states predisposing to thrombosis. 
The author feels that in patients without these signs the danger 
from thromboembolism under conservative management is no 
greater than that arising from hemorrhagic complications asso- 
ciated with anticoagulant therapy. Associated with the use of 
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anticoagulant therapy is another risk, that is, removal to a hos- 
pital during the most critical period of the attack. In most 
instances, any form of treatment can be initiated in the patient’s 
home, with hospitalization deferred until after the first 48 
hours, when the highest death rate prevails. Although it has 
been claimed that old age is a special indication for use of anti- 
coagulants, prognosis is unaffected by age; therefore, the ini- 
tial clinical appearance of the patient, regardless of age, is the 
best index of his course and should be the deciding factor in 
determining the need for anticoagulants. Probably not more 
than 30 per cent of all cases can be considered suitable for anti- 
coagulant treatment. This should not detract, however, from 
the value of anticoagulants in properly selected patients, that 
is, those with poor prognostic signs. 


New treatments 
for rheumatoid arthritis 


® accorDInG To William H. Kammerer, M.D., the word “man- 
agement” should be used in connection with rheumatoid arthri- 
tis, since there is actually no treatment for the disease. In the 
June 1957 issue of Postgraduate Medicine, he evaluates some of 
the so-called newer methods of treatment. He feels that gold, 
in conjunction with other measures, is the best therapy for 
relatively mild to moderate cases. With a maximum weekly 
dose of 50 mg. continued for at least three months, reactions 
occur much less frequently than was formerly the case. Predni- 
sone and prednisolone are superior when a hormone is necessary 
in the management; however, the occurrence of peptic ulcer is 
an unresolved problem in connection with their use. Use of an 
antacid is no positive insurance against this complication. Exer- 
cises are the sine qua non in the management of rheumatoid 
arthritis. Crippling seldom occurs when patients exercise faith- 
fully. Each joint should be moved through a full range of mo- 
tion 10 or 15 times a day, preferably in a tub of water at 97 
degrees F. Intra-articular injection of corticosteroids is often 
a worth-while measure, particularly for the weight-bearing 
joints, and it can be done in the office. No special diet or vita- 
min is of particular benefit, except that the patient should 
maintain the highest possible nutritional level. 


Treatment of patients 
with cervicodorsal outlet syndrome 


P PAIN, NUMBNESS, AND discomfort in the shoulder and upper 
extremity can result from mechanical pressure on neurovascu- 
lar structures in the cervicodorsal outlet. In the April 27, 1957, 
issue of the Journal of the American Medical Association, Paul 
A. Nelson, M.D., states that this condition includes cervical rib 
syndrome, scalenus anticus syndrome, subcoracoid pectoralis 
minor or hyperabduction syndrome, and costoclavicular syn- 
drome. The patient’s complaints are usually vague, and often 
there are no objective findings. The syndrome occurs most 
often in women in the third and fourth decades. Predisposing 
factors are developmental anomalies that cause pressure on the 
neurovascular structures of the cervicodorsal outlet, poor pos- 
ture with drooping shoulders, elevation of arms above the head 
for prolonged periods in sleep or at work, activities forcing re- 
traction or depression of shoulders, and anxiety tension state. 

The outlet maneuvers (hyperabduction of the arm, forced 
depression and retraction of the shoulder girdle, Adson test, 
and Allen test) are aids in diagnosis. Surgery has been disap- 
pointing in relief of symptoms, and the trend is toward con- 
servative therapy. Patients with outlet syndrome should have 
a 4- to 12-week trial of physical therapy before surgery is ad- 
vised. This consists of radiant heat, sedative massage when 
necessary, and exercises to strengthen the muscles that elevate 
the shoulders and to improve posture. Patients should avoid 
activities that aggravate their symptoms. With conservative 
management more than 70 per cent of patients will receive 
significant relief and 25 per cent will notice no progression 
of symptoms. 
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> Books for review which were received during the period 
from June 5 to July 5 are listed on advertising pages 82 to 85. 
Reviews of these books will be published as space permits. 


® MANUAL OF RECOVERY ROOM CARE. By members of the De- 
partment of Surgery, The New York Hospital, Cornell Medical Center. 
Edited by John M. Beal, M.D. Pp. 111, with illustrations. Price $3.75. 
The Macmillan Company, 60 Fifth Ave., New York 11, 1956. 


There is ever-widening agreement among physicians that 
the use of the postoperative recovery room or postanesthesia 
observation room results in improved patient care and lowered 
morbidity during the immediate postoperative period. This book 
is a teaching and reference manual for all the personnel having 
direct responsibility for the patient during that period. They 
should be trained to detect deviations from the normal postop- 
erative course, to correct untoward situations by quick action, 
and to summon qualified assistance with dispatch. 

Fourteen authorities from the New York Hospital, Cornell 
Medical Center contributed to this small Manual, each writing 
on a specific surgical specialty. Note is made that since 1907 
this Hospital has maintained a recovery room, originally used 
for patients to recover from the effects of the deep ether anes- 
thesia to which they were subjected at that time. 

Stress is placed on the normal physiology. A paragraph 
referring to the care of patients after thoracic operations is 
applicable to many postsurgical conditions, and should be empha- 
sized again and again to physicians and nurses. 

Restlessness of the patient is not infrequently encountered in the re- 
covery phase. . . . This may be an indication of hypoxia rather than of 
pain, and for this reason narcotics must be used with caution in the 
restless postoperative patient. The administration of oxygen, by tent or 
mask, will frequently relieve restless states more effectively than the ad- 
ministration of narcotics which may increase the hypoxia by respiratory 
depression. 

This book is highly recommended to surgeons and anesthesi- 
ologists. 

A, A. Gotpen, D.O. 


& OCCUPATIONAL THERAPY—Principles and Practice. By Wil- 
liam Rush Dunton, Jr., M.D., Founder and Former Editor of Occupa- 
tional Therapy and Rehabilitation; and Sidney Licht, M.D., Editor Emeri- 
tus of the American Journal of Physical Medicine. Ed. 2. Cloth. Pp. 
373, with illustrations. Price $8.00. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1956. 


Beginning with the simplified definition of occupational 
therapy as remedial activity, the editors and contributing au- 
thors build up a detailed, many faceted, and far-sighted presen- 
tation of the purposes, principles, and means of occupational 
therapy. A second edition, the volume offers new discussions 
of many pertinent subjects, such as music and adaptation of 
games for pediatric patients and upper extremity amputees, and 
extensive revisions of and additions to all other chapters. 

For those unfamiliar with the first edition, the authors em- 
phasize benefit of the’ patient as the first and only goal of occu- 
pational therapy. Production of goods either for sale or exhibit 
or just to have the patients doing something is rejected as a 
reason for an occupational therapy program. The authors con- 
sider occupational therapy as an exact procedure—not just a 
haphazard program of work for idle hands. There are, they 
point out, definite muscular, kinetic, and psychologic benefits in 
occupational therapy. To pinpoint these they present outlines of 


744 


skills used in various crafts and list the diagnostic and evalua- 
tion information which can be supplied by skilled occupational 
therapists. Alongside this demand for the most precise possible 
use of occupational therapy is the recognition that the program 
works well only when the relation between patient and therapist 
is good. 

The book itself is attractive, well laid out, and based on a 
regular outline. 


®& CLINICAL UROLOGY FOR GENERAL PRACTICE. By Justin J. 
Cordonnier, M.D., F.A.C.S., Professor of Urology, Washington Univer- 
sity School of Medicine, St. Louis, Missouri; Chief of the Department 
of Urology, Barnes, St. Louis Children’s, and Allied Hospitals; Chief of 
Urology, Washington University Clinics; Consultant in Urology, U.S. 
Veterans Hospital, St. Louis, Missouri. Cloth. Pp. 252, with illustra- 
tions. Price $6.75. The C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1956. 


The general practitioner can care for a majority of the 
urologic problems he encounters; however, it is of paramount 
importance that he have a comprehensive understanding of the 
field of urology. The benefits of this knowledge are ease and 
accuracy in diagnosis, swift selection of effective treatment for 
patients under his care, and early recognition of problems which 
should be referred to a specialist. Throughout the book the 
author stresses diagnostic procedure. In his summaries of treat- 
ment he presents the rationale for various drug therapies or the 
choice of radical or conservative treatment. 

The text is based on material used in teaching urology to 
senior students at Washington University in St. Louis. The 
style is simple and fast-moving, somewhat clipped but not ob- 
scure. Although illustrations are few, high quality drawings 
and photographs are used when called for by the text. 


® CURRENT THERAPY 1957, Latest Approved Methods of Treat- 
ment For The Practicing Physician. Edited by Howard F. Conn, M.D.; 
and Consulting Editors. Cloth. Pp. 731. Price $11.00. W. B. Saunders 
Company, W. Washington Square, Philadelphia 5, 1957. 


Physicians have repeatedly praised this annually published 
work. The current edition will again merit their full acclaim. 

The layout and form of the volume are the same as in 
the past. A competent diagnosis is assumed and only the treat- 
ment is described; where clinical evidence justifies it, alternate 
regimens are presented. In addition to the author and subject 
indices, the book is supplemented by appendices containing much 
practical information for the busy practitioner. There are the 
usual conversion tables plus a list of the principal active in- 
gredients of various commercial products, a roster of drugs, and 
a listing of the normal laboratory values of clinical importance. 


®& CIBA FOUNDATION COLLOQUIA ON ENDOCRINOLOGY. 
Volume 9. Internal Secretions of the Pancreas. Editors for the Ciba 
Foundation, G. E. W. Wolstenholme, O.B.E., M.A., M.B., B.Ch., and 
Cecilia M. O’Connor, B.Sc. Cloth. Pp. 292, with illustrations. Price $7.00. 
Little, Brown and Company, 34 Beacon St., Boston 6, 1956. 


Ciba now adds this examination of the internal secretions 
of the pancreas to its Colloquia on Endocrinology. The addition 
is timely and valuable. Among other reports, the twenty-eight 
participants discuss the metabolic effects of a-cell destruction, 
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pituitary growth hormone and blood insulin activity, fractiona- 
tion of insulin, chemical structure of insulin, and pancreatic 
islets and growth. 


B® THE TREATMENT OF FRACTURES. Volume II. By Lorenz 
Bohler, M.D., Director of the Accident Hospital, Vienna XX; Professor 
of Accident Surgery, University of Vienna; Translated from the Thir- 
teenth German Edition by Otto Russe, M.D., Director of the Accident 
Hospital, Vienna XII, and R. G. B. Bjornson, M.D., Diplomate, Ameri- 
can Board of Radiology. Cloth. Pp. 1508, with illustrations. Price $17.50. 
Grune & Stratton, 381 Fourth Avenue, New York City 16, 1957. 


This volume is the second in the new English edition of 
Bohler’s work. It maintains the same clarity, thoroughness, and 
extensive explanation as the first volume reviewed in the May 
1957 JourNAL. Again discussions are closed with a list of 
“Questions We Should Ask Ourselves to Avoid Failure When 
Treating ...?” This second volume of the current edition con- 
tains sections on hip and leg fractures. 


Bb INTEGRATED ANATOMY AND PHYSIOLOGY. By Carl C. 
Francis, A.B., M.D., Associate Professor of Anatomy, Department of 
Anatomy, Western Reserve University, Cleveland, Ohio; and Gordon L. 
Farrell, M.D., Assistant Professor of Physiology, Department of Physi- 
ology, Western Reserve University, Cleveland, Ohio. Ed. 3. Cloth. Pp. 
641, with illustrations. Price $5.85. The C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1957. 


The extent of the revision and the newly emphasized inte- 
grated approach have led the authors to rename the third edi- 
tion of their work, Integrated Anatomy and Physiology. 

The book is planned to offer the student a basic knowledge 
of the human body and its functions. Because the authors are 
more concerned with the student’s understanding of the general 
tie-in between the structure and the functions of the various 
parts of the body as well as the body as a whole, they have 
wisely selected only that material which they consider of gen- 
eral value and have omitted controversial topics. 

Unfortunately the book has a crowded appearance because 
page margins are slight. However, the authors have not skimped 
on illustrations and spacing makes up for the use of a type 
slightly smaller than is generally used. These make-up defects 
are secondary, however, and the content of the book places it 
high on the list of introductory material for the student. 


b& THE DYNAMIC EQUILIBRIUM OF BODY PROTEINS. Hemo- 
globin, Plasma Proteins, Organ and Tissue Proteins. By George H. 
Whipple, M.D., Professor of Pathology Emeritus, Dean of the School 
of Medicine and Dentistry Emeritus, The University of Rochester, 
Rochester, New York. Cloth. Pp. 68, with illustrations. Price $3.25. 
Charles C Thomas, ‘Publisher, 301-327 East Lawrence Ave., Spring- 
field, Ill., 1956. 


This brief monograph is a review of the major experi- 
ments on body protein balance conducted by Dr. Whipple 
at the University of Rochester, New York, during the past 
30 years. Although the book does not deal with all aspects 
of the field, it is an excellent review of the most illumi- 
nating experiments. The studies are documented by graphs 
and diagrams and are interpreted by the author. 


B® ANATOMY AND PHYSIOLOGY FOR STUDENTS OF PHYSIO- 
THERAPY, Occupational Therapy and Gymnastics. By C. F. V. Smout, 
M.D., M.R.C.S., L.R.C.P., Professor of Anatomy, University of Birming- 
ham; Examiner to the Chartered Society of Physiotherapy; and R. J. S. 
McDowall, M.D., D.Sc., Professor of Physiology, University of London, 
King’s College. Ed. 3. Cloth. Pp. 493, with illustrations. Price $9.00. 
‘eo & Wilkins Company, Mount Royal & Guilford Aves., Baltimore 
2, 1956. 


Three major changes mark the third edition of this volume: 
the adoption of new anatomic terminology, revision and enlarg- 
ing of the physiology section to meet better the needs of physi- 
cal therapy students, and the addition of color illustrations. Al- 
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though the content of the book is not to be criticized and the 
text is liberally illustrated, one could wish that the style of 
presentation were less textbookish and flat and that the explana- 
tions of the tie-in between structure and function were more 
explicit and colorful. In the same vein, the glossary of terms 
can be criticized for its brevity. Although it gives the Latin or 
Greek source of the word, it gives but an incomplete idea of 
present-day use and meaning. To be praised, however, are the 
extensive use of illustrations and the advantageous use of type 
and layout to aid in easy reading and reference. 


B® PHYSICAL EXAMINATION IN HEALTH AND DISEASE. By 
Rudolph H. Kampmeier, A.B., M.D., Professor of Medicine, Vanderbilt 
University School of Medicine; Visiting Physician to Vanderbilt Univer- 
sity Hospital; Chief of the Medical Outpatient Service, Vanderbilt Uni- 
versity Hospital, Nashville, Tennessee. Ed 2. Cloth. Pp. 774, with illus- 
trations. Price $9.50. F. A. Davis Company, Medical Publishers, 1914-16 
Cherry St., Philadelphia 3, 1957. 


This textbook for second-year medical students has been 
revised to include the latest methods and equipment used in 
physical examination. The work also reports recent changes in 
emphasis given to the importance of certain findings in physical 
examinations. In general, the style and format of the book 
remain the same. After beginning chapters on the case history, 
the body in action, and the general physical survey, the book 
is divided into discussions of regions of the body. Two chap- 
ters are devoted to each region; the first presents the technic 
of examination and a description of the normal and the second 
describes abnormal findings. The book is illustrated abundantly. 
However, revision of some of the photographs is needed. 


B® PRINCIPLES OF CHEST X-RAY DIAGNOSIS. By George Si- 
mon, M.D., F.F.R., Assistant Director, X-ray Department, Brompton 
Hospital, London; Radiologist, St. Bartholomew’s Hospital, London; 
Demonstrator, Radiological Anatomy, St. Bartholomew’s Hospital, Lon- 
don; Curator of the Radiological Museum and Teacher of Radiology, 
The Institute of Diseases of the Chest, University of London. Cloth. 
Pp. 193, with illustrations. Price $8.50. F. A. Davis Company, Medical 
Publishers, 1914-16 Cherry St., Philadelphia 3, 1956. 


Because interpretation of chest x-rays is one of the more 
subjective medical judgments, dependent as it is on eye fatigue, 
length of time spent examining x-rays, technical variations, and 
personal experience, the present volume with its guide to stand- 
ardization of interpretation is highly recommended, especially to 
the student radiologist or the clinician working primarily with 
chest diseases. Although no text could be an infallible substi- 
tute for a radiologist’s individual skill, his diagnostic acumen 
is certainly improved by contact with such a carefully planned 
discussion. 

A notable feature of this volume is the classifying of 
x-rays by specific characteristics, such as linear shadows or 
homogeneous shadows grouped according to size, shape, or dis- 
tribution, rather than according to the diseases they may indi- 
cate. Only when each detail of the picture has been discussed 
and every possible external cause for the various shadows iden- 
tified or eliminated are the indications for differential diagnosis 
presented. The advantages of this are obvious. The book also 
includes sections on technics for x-ray taking and developing, 
including multisection tomography. 


® MENTAL HEALTH ADMINISTRATION. By Jack R. Ewalt, 
M.D., Commissioner, Massachusetts Department of Mental Health; Clin- 
ical Professor of Psychiatry, Harvard Medical School, Boston Massa- 
chusetts. Cloth. Pp. 168. Price $5.50. Charles C Thomas, 301-327 E. 
Lawrence Ave., Springfield, Illinois, 1956. 


Legislators as well as administrators, members of the boards 
of directors, doctors, and staff supervisors of mental hospitals 
could profit from a close reading of this book. Because it is an 
excellent combination of practical experience and theoretical 
knowledge, it can be rated as one of the best books available 
on the subject. The discussion is forthright, and sources of 
information are included. 
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Written to give assistance in the direct administration of 
mental health facilities, the book discusses the problems of mak- 
ing budgets, staffing, figuring food and clothing needs, and of 
assigning work to personnel. Of particular interest and value 
are mathematical formulas for calculating maintenance costs and 
food requirements, and a discussion of psychiatric problems and 
the law. 


B® CLINICAL ORTHOPAEDICS. By Anthony F. DePalma, Editor- 
in-Chief with the Assistance of the Assistant Editors, the Board of Ad- 
visory Editors, and the Board of Corresponding Editors. Number Eight. 
Cloth. Pp. 337, with illustrations. Price $7.50. J. P. Lippincott Com- 
pany, E. Washington Square, Philadelphia 5, 1956. 

The eighth volume in this series of compilations of out- 
standing original monographs begins with a series of papers on 
chronic hereditary diseases and developmental anomalies. Much 
attention is given to embryonic development, heredity, genetics, 
and mutations. Other topics include hereditary edema, the pos- 
sible relation of certain skeletal characteristics to defects in the 
lumbar neural arches, and uses of splinting for controlled move- 
ment. 

The section on general orthopedics examines the relation- 
ship of the physician to his hospital and the role of the physi- 
cian as a medical witness as well as worth while discussions of 
various orthopedic problems. The volume concludes with a sec- 
tion on the reduction of motorists’ injuries through crash impact 
engineering. 

The book continues the high standards of the earlier presen- 
tations in its editorial and illustrative content. 


Bm SPINAL CORD COMPRESSION. By I. M. Tarlov, M.D., Pro- 
fessor of Neurology and Neurosurgery, New York Medical College, New 
York, New York. Cloth. Pp. 147, with illustrations. Price $7.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence Ave., Springfield, Ili., 1957. 


Dr. Tarlov’s report contains much of interest to the re- 
searcher, the specialist, and the general practitioner for it ex- 
amines the subject from the research laboratory through exten- 
sive clinical observations to modes of treatment of the patient. 
He explains in detail the technic, tools, and results of experi- 
ments in controlled spinal compression of laboratory animals, 
with results presented in itemized charts. The clinical observa- 
tions are carefully analyzed and compared with the results of 
the controlled animal experiments in order to find consistent 
evidence upon which to base a decision regarding therapy. An 
outline of patient care from the scene of the accident to the 
decision for surgery or continuation of conservative treatment, 
and a precise summing up of questions posed in the introduction, 
close the book. 

The book is timely, its approach thrilling and exact, and its 
study rewarding to the reader. 


® OF WATER, SALT AND LIFE. An Atlas of Fluid and Electro- 
lyte Balance in Health and Disease. Cloth. Pp. 72, with illustrations. 
Price $7.50. Lakeside Laboratories, Milwaukee, Wis., 1956. 


The book, divided into sections dealing with basic physi- 
ologic considerations, the pharmacology of diuresis and anti- 
diuresis, disorders of fluid and electrolyte balance, and fluid and 
electrolyte replacement therapy, is a successful use of superla- 
tive graphic illustrations to demonstrate order and reason in a 
complex subject. 

Three graphic devices are outstanding: diagrammatic rep- 
resentation of the fluid compartments of the body, particularly 
in Plate 1 which is representative of the normal; adaptation 
of the Gamble methods of showing cation-anion balance by 
means of twin columns divided to show proportions of separate 
electrolytes; and, finally, the diagrammatic presentation of a 
nephron, the primary organ of fluid and electrolyte balance. 

Although some interpretations differ from those held by 
a few reasearchers, the book remains an outstanding example 
of clarity in a field of study characterized for the average 
physician by almost impenetrable complexity. 
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®& STEPPINGSTONES TO PROFESSIONAL NURSING, Text and 
Workhook for Student Nurses. By Luella J. Morison, R.N., M.A., Nurs- 
ing Education Consultant, Ohio Department of Mental Hygiene and Cor- 
rection; formerly Director of Nursing Education and Student Guidance, 
Mt. Carmel Hospital School of Nursing, Columbus, Ohio. Ed. 2. Paper. 
Pp. 474. Price $4.75. The C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1957. 


Simply stated facts of professional orientation (duties, tra- 
ditions, and opportunities), a list of related readings, and ques- 
tion sheets make up a workbook that may well interest and 
guide the student nurse. In addition, the senior student will be 
helped by the information on job opportunities and means of 
applying for various positions. 

The practical advice—including such subjects as personal 
appearance, a budget, methods of conducting a meeting, and eti- 
quette in training and on the job—make this workbook worth 
the student’s attention. The book is well outlined, to the point, 
and well adapted for class usage. 


B® MANUAL OF RADIATION THERAPY. By K. Wilhelm Sten- 
strom, Ph.D., Professor of Biophysics, Director, Section of Radiation 
Therapy, University of Minnesota Medical School; Collected by John B. 
Coleman, M.D., Clinical Instructor in Radiology; Revised with Additions 
and Discussions by Paul C. Olfelt, M.D., Clinical Instructor in Radi- 
ology, and Frances Conklin, M.D. Cloth. Pp. 94, with illustrations. 
Price $4.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1957. 


Thirty years’ clinical experience in radiation therapy forms 
the basis for this text. When the information was first assem- 
bled in 1951, it was used as a guide for incoming fellows in 
the department of radiology at the University of Minnesota. 
The present publication is a revision of that earlier work, with 
an added section on the basic elements of radiation therapy. 

A particular emphasis is placed on the importance of treat- 
ing the patient as an individual. Within this framework, dis- 
cussion is given to therapy in specific areas of the body: head 
and neck, gastrointestinal tract, chest, breast, female genital 
tract, urogenital tract, nervous system, osseous system, skin, 
and eyes. There are also chapters dealing with the lympho- 
blastomas (including leukemia) and with sarcomas of the soft 
tissues. The modified outline form of presentation details 
treatment and presents indices for prognosis and evaluation of 
cure or palliative effects. Dosage tables are given for use 
with conventional x-rays, and technics employing Cobalt 60 
teletherapy and other radioisotopes and radium are discussed 
where applicable. 

The book is recommended for the practicing general 
radiologist, and as a teaching guide for graduate students in 
radiology. 


B® DISEASES AND DISORDERS OF THE COLON. By Anthony 
Bassler, M.D., F.A.C.P., F.A.C.G., LL.D., Consulting Gastroenterologist, 
New York Polyclinic Medical School and Hospital, St. Vincent’s, Jewish 
Memorial, Misericordia, and Doctors Hospitals, New York City; Christ’s 
Hospital, Jersey City; St. John’s Hospital, Riverside; Professional Hos- 
pital, Yonkers; New Rochelle Hospital, New Rochelle; St. Agnes’ Hospi- 
tal, White Plains; United Hospital, Portchester, New York; Formerly, 
Professor and Director of the Department of Gastroenterology, Polyclinic 
Medical School and Fordham University Medical College. Cloth. Pp. 
217, with illustrations. Price $6.75. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1957. 


Because the subject of diseases of the colon is one with 
many differing opinions and one in which a sure rule is hard 
to conie by, the author presents the methods he has found 
successful in the hope that they will be of value to others. 
This volume, the result of many years of practice, is directed 
to the specialist. It also examines many abnormal conditions 
not usually discussed in books of this size. Special points are 
the differential diagnosis of chronic diarrhea and functional 
states; other chapters deal with tumors and ulcers, low grade 
infections, anatomic irregularities, and toxic states. Diagnostic 
and therapeutic advice is precise. 

X-ray studies, clinical photographs, drawings, and charts 
supplement the text and lead toward a more complete under- 
standing of the author’s tenets. The book is a precise and excel- 
lent addition to the field. 
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RADIATION management of 
CARCIN OMA of the uterine cervix 


W. L. TANENBAUM, D.O. 


Detroit, Michigan 


| HE MANAGEMENT OF carcinoma of the 
uterine cervix is very controversial, but it can be defi- 
nitely stated that radium and x-ray therapy have cured 
more cases of cervical cancer than any other method.’ 
At present, radiation is the treatment most widely used 
throughout the world, and the greatest amount of ac- 
cumulated statistical data and experience is available 
for this method of treatment in cervical carcinoma. 


Historical notes 


Some historical data is helpful in considering the 
problem of carcinoma of the uterine cervix.? Prior to 
1821 Sauter performed the first vaginal hysterectomy 
for carcinoma of the cervix, with palliative results. For 
the next 50 years, only an occasional patient was 
salvaged. 

After the advent of anesthesia and various im- 
provements of surgical technics, more complete surgery 
of the uterus and pelvic structures was possible by the 
abdominal route. By 1879 Freund, utilizing the Tren- 
delenburg position for better exposure of the pelvic 
organs, had performed six hysterectomies for carci- 
noma of the cervix ; three patients survived the surgery, 
and one was present at a gynecologic conference 26 
years later. 

In 1880 a review of the immediate mortality rate 
of surgery for carcinoma of the cervix was 73 per cent. 
The result was a return to the vaginal route with an 
immediate mortality of only 10 per cent. 

In 1896, John Clark, a resident in gynecology at 
Johns Hopkins, proposed and performed radical ab- 
dominal hysterectomies with chief emphasis on the 
isolation of the ureters so that the parametria might be 
removed with safety. It was after this, in 1898, that 
Wertheim popularized his radical hysterectomy, which 
provided material for the study of the pathways of ex- 
tension and metastasis. It then became evident that 
only by complete removal of every ramification of the 
growth was a cure possible. The nodal and parametrial 
involvements found with this procedure disclosed that 
over 65 per cent of the cases considered operable prior 
to surgery were in reality inoperable because extension 
had already occurred. Even in the so-called very early 
cases nodes with tumor-bearing cells were found in 
more than 30 per cent of cases, which accounted for the 
failure of the simple hysterectomy. By 1911 Wertheim 
had reviewed his first 500 radical operations. Although 
he operated on less than 50 per cent of the patients who 
had been sent to him for the surgical procedure, 
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his absolute survival rate was 18.4 per cent. Victor 
Bonney, his successor, operated on €3 per cent of the 
patients sent to him and his absolute 5-year salvage was 
25 per cent. His operative mortality for the 500 cases 
was 14 per cent. 

In 1912 Kelly and Burnham of Baltimore initiated 
treatment of carcinoma of the cervix with radium. 
They reported that the primary mortality was almost 
zero, that the postoperative morbidity was of no con- 
cern, and the response to treatment was almost miracu- 
lous and immediate. This was followed by a high per- 
centage of apparent cures. Following their report at 
the American Medical Association meeting, the proce- 
dure was adopted as the treatment of choice in the 
major gynecologic clinics throughout the world. Carci- 
noma of the cervix was probably the only cancer for 
which treatment was standardized from 1912 to 1940. 

Since 1940 there has been a renewal of the old 
controversial topic of how to manage and treat carci- 
noma of the cervix. The improvement of the cytologic 
smear in diagnosis of early carcinoma of the cervix, 
the discovery of antibiotics, and better understanding 
of the electrolytic and chemical balance of the blood 
and the physiology of blood replacement have stirred 
up the old question of whether surgery or radiation 
should be used. 

To add even more to the confusion, pathologists 
started to report a borderline lesion of intraepithelial 
carcinoma or carcinoma in situ, many of which were 
discovered after simple hysterectomies, trachelorrha- 
phies, or biopsies. Some of the patients survived with 
no other treatment while others showed metastatic 
changes indicating that the lesion may be preinvasive 
in nature. 

In 1948 Munnell and Brunschwig* expressed the 
belief that the results with radiation had reached a peak 
and therefore surgery, if properly performed in se- 
lected cases, might improve the cure rate. This was 
especially true in stage I and early stage II if the pa- 
tient was young, thin, and free from medical complica- 
tions. Also included in the list for.which surgery was 
indicated were the hopeless radio-resistant cases, pa- 
tients with vaginal stenosis or with the complication of 
pregnancy, and patients who refused radiation. 


Statistical data 


Carcinoma of the cervix has an incidence rate of 
26 per 100,000 women or about half of the total num- 
ber of genital tract cancers in women.‘ The critical age 
group is very broad since the incidence per 100,000 
women may be: (1) 32 cases at ages 35-39; (2) 53 
cases at ages 40-44; (3) 72 cases at ages 60-64; or (4) 
95 cases at ages 85 or over. 

The survival rate for all stages on 35,000 reported 
cases® is 39.8 per cent; for clinical stage I, 64 per cent; 
for clinical stage II, 46 per cent; for clinical stage III, 
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26 per cent; and for clinical stage IV, 7.2 per cent. 

Where cases can be selected for irradiation from 
among private patients, the statistics of Arneson’? may 
be cited. He shows an over-all survival of 5 years in 
217 cases or 61.3 per cent, with 82.5 per cent for clinical 
stage I, 61.9 per cent for clinical stage II, 34 per cent 
for clinical stage IIJ, and none for clinical stage IV. 

In 1951 Meigs® evaluated his statistical results in 
131 patients. In 71 selected cases where surgery alone 
was utilized, 77.5 per cent survived 5 years. Where 
surgery followed preoperative irradiation, 15 per cent 
of the patients survived 5 years. Where patients had 
poor results with irradiation, 62 per cent survived 5 
years after surgery. 

It is therefore apparent that where adequate radia- 
tion therapy is utilized and the response is good, there 
is no need for primary surgery. On the other hand, in 
radiation failures a 60 per cent survival rate with 
radical hysterectomy is better than repeating radiation. 

Carcinoma in situ (clinical stage 0) of the cervix 
is not included in the above statistics. Carcinoma in 
situ must be considered as an epidermoid carcinoma 
limited to the surface or endocervical glands.” It should 
be considered preinvasive cancer. 


Therapeutic choice 


Since surgical technics have improved and some 
selected cases may be treated with surgery, the follow- 
ing outline may be considered as summarizing a general 
approach to management of cervical cancer. 

A. Surgery 
1. For stage 0 (carcinoma in situ), total hys- 
terectomy 
2. For invasive cancer (stages I and IT), irradi- 
ation preoperatively 
3. For cases showing poor radiation response 
and recurrence 
4. For palliative—relief of symptoms 
B. Irradiation: x-ray plus radium 
1. For all stages of invasive cancer. If the nu- 
tritional status of the patient is corrected and antibiotics 
and transfusion are used, the results with irradiation 
should be better than those with any other method. 

The management of carcinoma of the cervix in 
pregnancy has to be considered according to clinical 
stage and length of pregnancy. In stage 0 (carcinoma 
in situ) pregnancy should be allowed to progress to 
term; if the lesion persists, a postpartum hysterectomy 
is the treatment of choice. If the cancer is invasive, 
the pregnancy should be terminated in the first 5 
months of gestation and the carcinoma treated with 
external x-ray therapy and radium. If the period of 
gestation is past 5 months, a cesarean section should 
be performed at term and the carcinoma of the cervix 
treated with radiation therapy. 


Sensitization and radiation responses 


The work of Graham and Graham® of Vincent 
Memorial Hospital in Boston has restimulated the 
search for improvement in results among patients 
treated with radiation therapy for cancer of the cervix. 

The vaginal smear examination before treating 
cancer of the cervix with radiation gives valuable in- 
formation in relation to prognosis. Papanicolaou’s stain 
is used on this smear. The two types of cells of inter- 
est are the basal cell and the small histiocyte, both of 
which are benign. The number of basal cells present is 
related to the sensitization response (SR). If more 
than 10 per cent of the benign epithelial cells are basal 
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cells, the 5-year survival is 73 per cent. If less than 
10 per cent are basal cells, a poor SR results, and the 
5-year prognosis for survival is 18 per cent. If there 
are more than 50 per cent histiocytes in the benign cell 
count, the 5-year survival rate is as much as three times 
greater than when less than 50 per cent are present. 

Fourteen days after radium therapy is instituted or 
at the end of x-ray therapy, an accurate prognostic 
method is the radiation response (RR) of benign cells. 
If more than 70 per cent of the benign cells show a 
radiation response or effect, the 5-year survival is 64 
per cent; if less than 70 per cent, the 5-year survival 
is 8 per cent. 


Tolerance doses 


Tod® of the Holt Radium Institute in Manchester, 
England, has done extensive research in determining 
adequate dosage with radium for proper treatment of 
cervical cancer. It has been found that 7,000 to 8,000 
gamma roentgens in 10 to 17 days to a point located 2 
cm. above and 2 cm. lateral to the cervical os (point A) 
will control cancer of the cervix without producing 
necrosis (point of spread). Point B or the parametrium 
is located 3 cm. lateral to point A on the same plane. 

Since the ideal treatment of disease is to destroy 
the pathologic tissue and to preserve the normal tissues 
of the patient, the physician should be aware of tissue 
tolerance to irradiation. If point A receives 8,000 
gamma roentgens in 8 days, the wall of the uterus will 
receive and tolerate 30,000 gamma roentgens, the 
vaginal mucosa will tolerate a dose of 20,000 to 25,000 
gamma roentgens, and the rectovaginal septum will re- 
ceive and tolerate 6,000 gamma roentgens. The cervix 
will receive and tolerate 15,000 to 18,000 gamma 
roentgens.° 

Formerly it was felt that the applicator should be 
filled with radium so that the amount of radiation from 
the vaginal sources was equal to the amount of radia- 
tion from the uterine sources. This dosage has been 
modified recently so that the ratio of uterine sources to 
the vaginal sources is 1.5 to 1.0. Whether or not this 
dosage is correct is still undecided. It is my opinion 
that the rectovaginal septum and vaginal vesical septum 
should not receive more than 4,000 gamma roentgens. 
If possible, an ionization chamber reading in the bladder 
or rectum should be taken following intracavitary appli- 
cation of radium so that overdosage can be prevented. 


Fig. |. Von Held radium applicator. 
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In this way fistulas can be avoided and improper pack- 
ing in the vagina detected. 

The treatment may be by single or multiple appli- 
cations. The interrupted method must account for tissue 
recovery and be compensated for by milligram hours. 


Radiation applicators and technics 


There are many technics and applicators.1° The 
most common basic technics are: 
A. Uterine tandem and movable vaginal sources 
1. Paris or Curie (Regaud Colpostat) 
2. Stockholm, Radiumhemmet ( Vaginal Bomb) 
3. Manchester (Ovoids) 
B. Fixed source applicators 
1. Ernst 
2. Campbell 
3. Von Held (Fig. 1) 
4. Tanenbaum (Fig. 2) 
C. Interstitial radioactive sources 
D. Transvaginal roentgen therapy 


Pig. 2. Tanenbaum radium applicator. 


Radiation management depends upon the stage of 
the disease when the patient is seen for treatment, prior 
therapy, age of patient, and physical and clinical status 
of the patient. Accordingly, treatment will be curative 
or palliative. The management of clinical stages I and 
II should be along curative lines, provided the clinical 
status of the patient is good and the cells are radio- 
sensitive. The management of clinical stage III may 
be curative, but more often than not the patient’s clini- 
cal status precludes this approach and palliation is the 
more desirable. Clinical stage IV is invariably incurable 
and therefore palliation is all than can be hoped for 
from the radiation or surgical approach. 

If palliation is the only possible aim, it should be 
realized that radiation therapy will be considered the 
cause of the miserable effects of the disease spread and 
among the radiologist’s professional co-workers it will 
be said that radium or x-ray therapy has no more to 
offer than surgery, if as much. Of course, the surgical 
palliation is a crippling and deforming one if death 
does not occur postoperatively so that the patient really 
does not live long enough to suffer the agony of metas- 
tasis. Radiation palliation will be temporary, but if 
supplemented by good medical care and close follow 
up by the radiologist, life will be prolonged more than 
by any other means of treatment without disfigurement 
or anatomic crippling. 


Curative treatment 


Curative treatment of carcinoma of the uterine 
cervix may be divided into stages for care and treat- 
ment of the patient. These stages are: (1) prior to 
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radium therapy; (2) during radium treatment; and 
(3) after radium treatment. 

The experience of the Philadelphia College of 
Osteopathy Hospital and of others has been that it is 
best to utilize external x-ray therapy both before and 
after radium therapy in the curative management. 

Prior to Radium Therapy.—In most clinics a cycle 
of external x-ray therapy precedes the application of 
radium.’ This has the advantage of: (1) devitalizing 
the cancer cells before local manipulation may cause 
their dissemination; (2) at least partially sealing lym- 
phatic channels; (3) clearing up the ever-present local 
infection; and (4) effecting an amazing restoration of 
cancer-distorted anatomic relationships. 

The preradium cycle of x-ray therapy usually 
starts on the day of the biopsy. Two anterior abdominal 
pelvic ports are utilized. The upper limits are usually 
at the umbilical level and the lower limits are at the 
pubic symphysis and the lateral limits are the anterior 
superior iliac spines. The midline or linea alba is pro- 
tected by a lead strip and the ports are shielded with 
rubber lead. It is advisable to angle the x-ray tube 
about 20 to 25 degrees toward the feet and about 15 to 
20 degrees to the midline so that the cross fire will 
take place at the level of the uterine cervix. The pos- 
terior ports are opposite to the anterior ports and are 
on the gluteal areas. The skin over the spine and 
sacrum is shielded. The upper limits of the posterior 
ports are usually the ilial crests posteriorly. The anal 
level is the inferior or lowest limits of the portals. It 
has been my experience that it is best to treat daily for 
5 days, rest 2 days, and then repeat 5 days, for ten 
treatments to each port. Two ports are treated at each 
session with a dose of 200 roentgens in air to each. 
This will deliver 1000 roentgens in air to each of the 
four ports. At the completion of roentgen therapy, the 
patient is hospitalized for radium therapy. 

Radium Therapy.—It is my belief that small 
sources in the Tanenbaum or von Held fixed source 
applicators are the simplest to use. Regardless of the 
applicator used, it is the acceptable practice to try to 
deliver an adequate dose of radiation. This, as pre- 
viously noted, is (1) 12,000 to 15,000 gamma roentgens 
to the cervix; (2) 7,000 to 7,500 gamma roentgens to 
point A on the paracervical triangle; and (3) no more 
than 4,000 gamma roentgens to the bladder or rectum. 

Usually 10 mg. of radium in each of six sources 
in the fixed-source applicator for 100 hours delivers 
this dose. 


TABLE I—ISODOSE CHART—TANENBAUM 
UTERINE RADIUM APPLICATOR* 

6.42 yr/mg. hr. 

1.64 yr/mg. hr. 

14.39 yr/mg. hr. 

4.02 yr/mg. hr. 


*All cells in applicator contain 10 mg. radium filtration— 
0.5 mm. Pt. 


Paracervical triangle (Point A) 
Lateral pelvic wall (Point B) 
Cervix (Point C) 

Rectum or bladder 


After Radium Therapy.—Six weeks after radium 
therapy the patient receives a postradium cycle of ‘ex- 
ternal x-ray therapy. The ports used are the same as 
for the preradium cycle, but the tube source is directed 
at right angles to the skin surface for direct parametrial 
irradiation. The daily dose is 200 roentgens in air to 
each of the two parts. This is continued in two 5-day 
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cycles for a total dose of 1000 roentgens in air to each 
of four ports. 

It is necessary to keep close check on patients 
receiving radiation therapy if cures are to result. A 
good procedure is to sound the uterine canal every 
week after the radium treatment so that hydrometra 
or tubal dilation does not result from blockage of the 
internal os or cervical canal. 

It has been emphasized that the skill of the radi- 
ologist and individualization of treatment have more to 
do with the end result than does the equipment or appli- 
cator. In other words, the proper placement of the 
radium applicator and packing for fixation and vaginal 
septal protection will prevent complications and im- 
prove the survival time. The nutritional status of the 
patient is very important, and its improvement along 
with the prevention of infection must be primary fac- 
tors during radiation therapy of any tumor. Radio- 
sensitivity may be modified by the presence of infection, 
malnutrition, anemia, diabetes, syphilis, tuberculosis, 
pain, or by any debilitating process. Therefore, clinical 
individualization of the patient is very important if 
patients are to be cured with radiation therapy and have 
no complications. The follow-up program of re-exami- 
nation helps the radiologist to see how effective or 
ineffective his treatment has been. It also permits the 
early detection of recurrence and metastasis if they 
should occur. 

I would like to mention that radiation sickness does 
not usually occur with good management. Cantril,"' of 
the Tumor Institute ot the Swedish Hospital in Seattle, 
Washington, has defined radiation sickness as a “dis- 
ease contracted either from the referring physician or 
well meaning friends and a complication which most 
often starts prior to irradiation.” He feels that when 
nausea, vomiting, weight loss, weakness, or collapse 
follows radiation therapy, there is something wrong in 
the treatment program. This may be the patient’s gen- 
eral condition, the volume of tissue irradiated, the dose, 
or the treatment time. The use of Dramamine, corti- 
sone, vitamins, or other drugs may only mask the 
therapy response. At the Hospital of the Philadelphia 
College of Osteopathy, Dr. Paul Lloyd’* expressed the 
same feeling, and it has been my experience that this is 
true. The treatment of radiation sickness is, therefore, 
to correct the patient’s constitutional status or the 
physical factors of irradiation. 

Interstitial and intracavitary methods are not in- 
cluded here because of limitations placed on this discus- 
sion; a discussion of intravaginal x-ray therapy has 
also been purposely omitted for the same reason. 


Stump carcinoma 


Cancer of the cervical stump is not common today, 
since subtotal hysterectomies are outmoded. Cancer 
occurring in the cervical stump within 1 year after 
supravaginal hysterectomy is coincidental and was pres- 
ent at the time of surgery. The prognosis for this 
lesion is very poor and radiation treatment should be 
for palliation only. 

If the cancer of the cervical stump occurs more 
than a year after surgery and is of the usual squamous 
cell variety, it may be considered a true primary stump 
cancer which was not present at the time of surgery.’* 

The prognosis for curing stump carcinoma must 
be a guarded one, because the blood, lymphatics, and 
intrapelvic tissues have been modified by the previous 
surgery. It is therefore necessary to modify the radia- 
tion dosage so that no necrosis will occur, and this 
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means inadequate dosage for cure. The use of the spe- 
cial von Held"* applicators for the vaginal and stump 
lesions may be utilized for adequate curative dosage 
with some reservation. This reservation is dependent 
upon the age of the patient, her physical condition, and 
her clinical status. I believe that external x-ray therapy 
should not be utilized with radium. Some radiologists 
have used vaginal intracavitary x-ray therapy only and 
have had results comparable to those achieved with ra- 
dium.® Prophylactic x-ray therapy after panhysterec- 
tomy is useless. 


Conclusion 


It is now well established and accepted that the 
physician treating cancer of the cervix must take into 
consideration the following before a decision is made: 

1. Whether or not the patient’s physical, clinical, 
and mental condition are such that she will be able to 
tolerate the treatment ; 

2. That the management of cancer of the cervix 
with radium and x-rays has cured more cases than any 
other known method of treatment since 1912; 

3. That the results obtained with radiation therapy 
are dependent upon the radiologist’s ability and his 
personal evaluation of the patient. These will prevent 
the complications, radiation sickness, and recurrent 
cancer lesions which apparently can be attributed to 
poor care by the individual radiologist rather than to 
the method of treatment; 

4. That all cases must be treated from either a 
curative or a palliative standpoint. This should be de- 
cided before starting the treatment ; 

5. That radical surgery (Graham’s method) has 
more to offer than radiation therapy if the lesion is 
radioresistant or has recurred after a curative cycle of 
radiation therapy. 

If the radiologist will give personal care to the 
patient and use his skill properly in the handling of 
radium and x-ray therapy and if the patient’s response 
is good, there is no place for primary surgery in the 


management of cancer of the uterine cervix. 
19536 Cranbrook Dr. 
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The diagnosis of 


POLY POID 


disease of the 


COLON 


WILFRED S. RAMBO, JR., D.O. 


Bangor, Maine 


I HE TERM “POLYP” IS AN inclusive word 
which fails to differentiate histologically, morphologi- 
cally, or etiologically between the various types of 
polyps found in the large intestine. Also congenital 
polyposis, cystic intestinal polyposis, inflammatory 
pseudopolyps of the intestine, multiple polyposis, and 
adenomatous polyps of the colon are terms used in de- 
scribing polypoid disease. 

The inability of the radiologist to differentiate 
these tumors fully in no wise relieves him of the 
responsibility of determining their presence. Hodges’ 
believes that the reasonably experienced, reasonably 
diligent radiologist can diagnose the medium and larger 
neoplasms with a good degree of accuracy and facility. 
If it were impossible to do anything more, this would 
continue as a major contribution to the diagnosis of 
colonic disease. However, it behooves the radiologist 
to improve his diagnostic skill so that he may find 
even the smaller lesions of the colon while they are 
still benign. 

The adenomatous polyp may be sessile, but more 
frequently it is pedunculated. Since the greater number 
of polyps found in the colon will fall in the “adenoma- 
tous” classification, it is probably the best term for 
general use, as has been advocated by Radke.* The 
congenital type is rather rare and is usually associated 
with polyp formation throughout the gastrointestinal 
tract; the acquired type may be single or multiple in 
occurrence, so that if a single adenomatous polyp is 
found, there is a possibility that other similar lesions 
are also present. The consensus seems to be that these 
lesions are precancerous in character, and it is indeed 
unfortunate that many patients with rectal and colonic 
polyps—the majority, according to the statistics of the 
Lahey Clinic’—exhibit none of the classic complaints 
such as rectal bleeding, altered bowel habits, or ab- 
dominal pain. 

As to the occurrence of this disease, the Carle 
Hospital Clinic* reports a finding of one or more polyps 
of the colon and rectum in 79 of 3,351 patients (2.3 
per cent) who had roentgen study of the colon while 
undergoing a general physical examination. 

Some polyps as small as 1.0 mm. in diameter 
have been diagnosed, and Mayo and Davis® credit the 
radiologist with whom they work as visualizing many 
polyps which, when explored surgically, proved to be 
no larger than 3.0 or 4.0 mm. in diameter. Such 
accuracy is not beyond the reach of all radiologists. 


Raprotocy SupPpLeMENT, Vot. 10, No. 1 


Preparation of patient 


To the end of diagnosing the smaller and still 
benign polypoid tumors, I would stress the necessity 
of proper preparation of the patient for examination 
of the colon,® and, further, the meticulous attention 
which must be given by the radiologist to an examina- 
tion which is being used constantly. This paper does 
not concern the newer contrast materials, particularly 
since the ideal material is yet to be made available, nor 
apparatus that might be used in this examination, but 
stresses some details of the conduct of an examination 
of the colon which may enhance the radiologist’s skill 
in diagnosing the smaller adenomatous lesions of the 
bowel. 

In every case where pathologic change in the colon 
is suspected, proctosigmoidoscopic procedures should 
be carried out at least 24 hours prior to the radio- 
graphic examination, and the findings should be made 
available to the examiner. I would certainly advocate 
more adequate training of the general practitioner in 
the use of the sigmoidoscope as I feel that this is an 
office procedure. Such an examination should be made 
on all patients presenting themselves to their family 
physician for a complete physical examination, par- 
ticularly when they are 40 years of age or over. This 
is also true of those with symptoms directly referable 
to the colon, as this simple procedure in many instances 
would quickly lead to a diagnosis—especially when it 
is reported that 70 per cent of colonic neoplasms are 
within reach of a 25.0-cm sigmoidoscope and a lesser 
percentage available to an examining finger in the 
rectum.” 

In my experience the general practitioner not only 
fails to inspect the visible portion of the colon above 
the level of the rectum but bypasses digital and visual 
inspection of the rectum. 

Proper preliminary preparation is best carried 
out with the patient hospitalized where good control 
of the procedures employed may be exercised. The 
patient is given a light or liquid diet for the day pre- 
ceding the examination, with castor oil given by mouth 
in 1- or 2-ounce doses the same evening. A cleansing 
enema of plain tepid water is given in the morning, 2 
to 3 hours prior to examination. The use of such an 
enema is controverted by many radiologists, but I 
deem the use of a properly given enema of such im- 
portance that, though obviously a basic nursing pro- 
cedure, the technic is taught our nursing staff. 
reiterate “properly given,” since the laity and, unfortu- 
nately, many nurses consider an adequate enema to 
be the insertion of a rectal tube with a free flow of 
fluid until the patient desires to defecate. The pro- 
cedure used prior to my examinations is not original 
but is an adaptation of the method advocated by 
Schultz. This procedure is based on an attempt to 
place the head of the enema column proximal to the 
colonic contents to insure complete evacuation of the 
colon, 

When the patient arrives in the x-ray department, 
a survey film of the abdomen should be obtained; this 
is used both as a criterion for continuing the examina- 
tion and as a reference in evaluating the case. Poor 
preparation leads to an equally poor and unsatisfactory 
examination to such an extent that it is better to resort 
to repreparation than to subject the patient to unwar- 
ranted roentgen exposures, since positive findings will 
necessitate confirmatory re-examinations. 

In respect to the outpatient, if it is found that gas 
and fecal material in the colon do not extend above 
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the probable level of the sigmoid, an attempt may be 
made to cleanse this portion of the bowel immediately 
by the use of a Fleet enema which is available in 
disposable units. 

The choice of opaque media and various additives 
that may be employed for use as the contrast enema 
while not extensive may lead to confusion. If it is 
remembered that the purpose is to demonstrate the 
bowel mucosa and at the same time demonstrate any 
intraluminal defects by means of contrast, it is readily 
apparent that an ideal material is that which will cling 
to the intestinal wall with such an over-all density that 
it prevents obscuration of pathologic change. 

Finely divided barium sulfate clings to the mucosa 
and also has a tendency to remain in suspension for a 
longer time than like material of a coarser nature and 
will thereby give a much better distribution within the 
colon. 

To date I have been quite satisfied with results 
obtained by the use of 1 part of the material Veri-O- 
Pake to 6 parts of tepid water by volume. A proper 
balance in the ratio of barium to water used is neces- 
sary to eliminate blocking out of defects and irregu- 
larities.° This may also be aided by the use of higher 
kilovoltages to penetrate the contrast material and give 
a good contrast effect. This is similar to the effect 
obtained by air contrast studies and is particularly 
effective where one portion of the intestine overlies 
another. The kilovoltage will usually range between 90 
and 115 ky.?° 

As with any fluoroscopic examination, the ex- 
aminer should obtain excellent accommodation of his 
eyes before beginning his study. If he has not been 
continuously in the fluoroscopic room for the portion 
of the morning immediately preceding this examina- 
tion, he would do well to remain a few minutes in 
total darkness without the aid of the fluoroscopic light. 


Examination of patient 


Rapid filling of the colon is desirable and is aided 
by suspension of the enema vessel 2% to 3 feet 
above the table level. It will be found in the usual case 
that it is desirable to restrict the flow only at one point 
in the examination, and this is at the time when the 
rectal ampulla is filled but before distention occurs. 
Restriction may be secured by temporarily pinching the 
tube with the fingers; pressure is immediately released 
as the material is seen to enter the sigmoid colon. 

At this time the patient should be turned toward 
his left side in the right anterior oblique position to 
the degree necessary to visualize the sigmoid separately 
from the rectum. This position should be altered in 
accordance with the roentgenoscopic observations. At 
this stage I routinely make a full coverage “spot” 
roentgenogram with the patient in the optimum posi- 
tion so there is no pressure of the sigmoid colon on 
the lower tract. Regardless of negative fluoroscopic 
findings, on many occasions pathologic change has been 
demonstrated which has not been seen during screen- 
ing and has been obscured in the routine postfluoro- 
scopic radiographs. If “spot” roentgenography equip- 
ment is not available, a valuable film might be obtained 
if the enema is stopped at this point and a radiograph 
secured before the examination is continued. 

When the head of the stream reaches the splenic 
flexure the patient may then be rotated to his opposite 
or right side until the cecum is filled. Since the cecum 
is usually slow to fill, gentle palpation below the cecal 
base may hasten the procedure. Only enough of the ma- 
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terial to identify the ileocecal valve is allowed to reflux 
into the terminal ileum. 

No palpatory procedures are carried out during 
filling except as already described, but any areas of the 
intestine that fail to distend or exhibit lessened density 
should be subject to immediate “spot” filming. After 
satisfactory filling has been obtained gentle palpation 
of the colon may then be employed. It is at this time 
that questionable areas of the intestine previously men- 
tioned are again subjected to “spot” films, but with 
the patient in varying positions and with varying de- 
grees of compression utilized. 

These areas of lessened density are considered as 
representing an intraluminal mass, and if it appears 
on the series of radiographs with similar size, shape, 
and position, or if a pedicle is demonstrated, a polypoid 
lesion must be considered. 

Following the fluoroscopic portion of the exami- 
nation in patients with a symptom-negative bowel, 
without altered bowel flexibility or distensibility and 
with no demonstrable areas of lessened barium density, 
routine 14 by 17 films of the colon are exposed before 
and after evacuation, with the patient in a prone 
position. 

Those patients with a symptom-positive bowel are 
examined by means of 14 by 17 films in posteroante- 
rior, right and left oblique, and lateral projections, 
regardless of negative fluoroscopic findings. Where 
these findings are positive other filming projections are 
used as necessary. Following evacuation in these pa- 
tients, fluoroscopy should again be employed to obtain 
information as to whether the amount of residual 
barium is optimum for air contrast studies. When 
insufficient rectal barium is present the tube may again 
be inserted and enough of the mixture allowed to enter 
the rectum for this study. When an oversufficiency 
is present the patient is instructed to return to the 
lavatory and attempt further evacuation. I have found 
that the amount of barium which fills the rectum with- 
out distention usually affords the desirable amount 
for double contrast study. 

When such an optimum condition exists the bowel 
is insufflated with air under visual guidance by the 
fluoroscopist and questionable areas are kept under 
close surveillance with “spot” films made as necessary, 
again varying both pressure and projection. Routinely 
on the initial examination, the entire bowel is insuf- 
flated. 

The patient exhibiting a constant area or areas of 
diminished density in the first series of the examina- 
tions is then subject to re-examination following a time 
interval that may vary from 1 to several days. The 
barium enema and air employed at re-examination are 
carried only to the area or areas in question. If the 
fluoroscopic and film findings indicate the same area 
of lessened density of similar size, shape, and position 
as originally seen, or if a pedicle is again visualized, 
the radiographic diagnosis of adenomatous polypoid 
disease has been made. 


Conclusion 


In the diagnosis of polypoid lesions of the colon 
and particularly in ferreting out the smaller lesions 
which are likely to be overlooked, it is well to remem- 
ber the apt statement by Hodges’ that “the competence 
and diligence of the examiner are vastly more im- 
portant than the precise nature of the technique he 
employs.” 
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The value of LAMIN AG RAP HY in 
PULMONARY PATHOLOGY 


With special reference to carcinoma in 


the region of the main stem bronchi 


ROBERT R. ROSENBAUM, D.O. 
Philadelphia, Pennsylvania 


D ISEASE AFFECTING the lung fields and their 


root structures is almost always visualized roentgeno- 
graphically, since the physical characteristics of the or- 
gans involved are so suitable for radiographic ex- 
amination. Despite the relative ease with which the 
involved tissues can be visualized, definitive identifica- 
tion of the pathologic process is often fraught with 
considerable and sometimes insurmountable difficulty. 
Even a decision so fundamental as that of establishing 
a broad category in which the observed process belongs 
is occasionally made on a tenuous basis. In spite of the ac- 
cessibility of lung fields to roentgen study, a radiologist 
too often cannot establish to his satisfaction the broad 
classification of a visualized alteration as inflammation 
or neoplasm, even if he were willing to forego definitive 
diagnosis of the entity. Consequently, the use of in- 
vestigative procedures adjunctive to conventional ra- 
diography becomes indispensable for the radiologist 
who is seeking the best answer obtainable. 

One of the accessory methods is body section ra- 
diography, which in certain instances can provide data 
not obtainable by other measures, and which is ap- 
plicable to all types of pulmonary pathologic changes 
demonstrable by roentgenography. One of the earliest 
applications of body section methods was in the differ- 
ential diagnosis and analysis of pulmonary mass lesions, 
and its value in this regard has been established beyond 
question. This paper, in the main, is an attempt to 
review the place of the laminagraphic method of body 
section radiography in the evaluation of possible malig- 
nant lesions in the regions of the main stem bronchi. 

Body section radiography is “a method permitting 
the roentgenographic visualization of selected objects in 
a body by eliminating or minimizing by blurring shad- 


RapioLocy SuPPLEMENT, 10, No. 1 


ows of other objects which otherwise would interfere 
with visualization.”’ As applied to the chest in particu- 
lar, the overlying rib, dorsal spine, and costal arch 
shadows can be effectively blurred; the cardiac and 
great vessel shadows can be eliminated to a considerable 
extent; the trachea, the main stem bronchi, and some 
secondary and tertiary bronchi can be sharply delineat- 
ed; and the larger pulmonary vascular shadows can be 
clearly demonstrated. In addition, mass lesions can be 
projected segmentally, layer by layer, affording a roent- 
gen examination which is in some ways analogous to 
serial histologic sectioning. The internal structure of 
such masses may be defined and their homogeneity or 
variability determined. The exact relationship of the 
mass to the easily defined tracheobronchial and vascular 
trees may be established. 

Since this presentation is limited, the discussion of 
normal anatomy as seen by sectional radiography will 
be brief, and a description of technics employed will be 
omitted. Such material is available in current litera- 
ture.?* 


Anatomic considerations 


The tracheobronchial junction is usually well de- 
fined in the average adult by body section methods at 
levels of 9 to 11 cm. from the posterior chest wall (Fig. 
1). A deviation of the trachea to the right at the level 
of the descending branch of the left pulmonary artery 
is usually seen, giving the impression of downward and 
medial displacement of the distal trachea and left main 
stem bronchus. As the axis of the trachea deviates, it 
is directed more toward the right main stem bronchus 
then toward the left, so that the left main stem de- 
scribes a more acute angle with the trachea than does 
the right. 

The caliber of the air-bearing lumen of the right 
main stem bronchus is essentially the same as that of 
the trachea or slightly narrower. The left main stem 
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bronchus, as seen by body section methods, is somewhat 
narrower than the right. The right main stem bronchus 
is shorter than the left, since the secondary bronchus to 
the right upper lobe originates at an angle approaching 
90 degrees from the main stem, only a short distance 
from the bifurcation of the trachea. The secondary 
bronchus to the right lower lobe is consequently long in 
relation to the main stem bronchus of that side. 

The left main stem bronchus is longer and directed 
more horizontally than is the right. The lobar and seg- 
mental bronchi originate somewhat further laterally on 
the left side as compared to the right. 

At the levels which demonstrate the trachea and 
main stem bronchi (Fig. 2), other identifiable struc- 
tures may be visualized in combination. These may be 
sharply or poorly defined, depending upon variable 
factors such as technic, anatomic variations, and the 
ability of the patient to cooperate. 

An opaque shadow having the same downward 
and lateral axis as the right lower lobe bronchus repre- 
sents the descending branch of the right pulmonary 
artery. This divides into several branches at about the 
level of the division of the bronchus. At the right 
border of the tracheobronchial angle or at the right 
border of the lower trachea, a sharply defined round or 
ovoid dense vascular shadow represents the azygos vein. 

A less well defined density extending upward from 
the margin of the azygos vein shadow, and widening 
somewhat in the superior mediastinum, probably repre- 
sents a combination of the aorta, superior vena cava, 
and innominate artery. The poorly defined density at 
the left tracheal margin represents descending aorta 
and arch, and fades into the left pulmonary artery 
shadow which is at the upper border of the left main 
stem bronchus. Cardiac density fills the interbronchial 
space and extends to the diaphragmatic level. 

The lateral section is of some value in demonstrat- 
ing the trachea and main stem bronchi, although its 
application is probably greater for cardiovascular and 
pulmonary field delineation. The trachea is visualized 
extending downward and backward in the posterior 
thorax, ending abruptly just caudad to the aortic arch 
level. Occasionally a superimposed lucency at its distal 
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Fig. 2 


end will be seen; this represents the origin of a main 
stem bronchus seen on end. As sections are made lat- 
eral to the midline, the main stem bronchus of the ex- 
posed side can be followed as a narrow air-bearing 
segment toward its termination. 


Radiologic problems 


_ Certain of the radiologic problems previously men- 
tioned are recurrent and can be enumerated. 

1. There is often uncertainty as to whether or not 
a mass is present. This is especially true in hilar and 
tracheobronchial locations, where questionable hilar 
densities and enlargement are frequently encountered. 
A common difficulty is in differentiating superimposed 
hilar shadows which give the appearance of a mass and 
true enlargement of some nature. Overpenetrated films, 
special projections, and fluoroscopic examination do 
not always supply dependable data. Hilar measure- 
ments, developed by Rigler,> may not be diagnostic. 

2. In the presence of a hilar enlargement, the ques- 
tion arises concerning its vascular, bronchogenic, or 
other origin. In the absence of secondary peripheral 
lung field changes, a mass of bronchogenic origin may 
be impossible to differentiate from an abnormal vascu- 
lar situation involving the larger pulmonary vessels. 
Similarly, vascular phenomena are not always identifi- 
able as such after most careful exploration by conven- 
tional methods. 

3. The homogeneity of the visualized lesion may 
be in doubt. The presence or absence of contained 
calcifications, necrosis, and cavitation, the sharpness of 
the margins, and the presence of lobulation or marginal 
umbilication is occasionally difficult to determine. Ac- 
tually, routine use of sectional technics often demon- 
strates these features in lesions which present no doubt 
as to their homogeneity on conventional films. 

4. The spatial relationship of the mass to the 
bronchial and vascular trees may be occult. Conven- 
tional films may not disclose definitely if a mass is com- 
pletely or partially intrabronchial or extrabronchial—if 
it is displacing or actually invading the bronchus. Addi- 
tionally, the origin from a main stem, secondary, or 
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tertiary bronchus may not be easy to differentiate even 
if it is appreciated that a mass is present. 

5. The presence or absence of masses other than 
the major one whose visualization is certain is some- 
times difficult to ascertain. Shadows other than those 
of the hilar area lesion may be pertinent to diagnosis, 
yet may be vaguely defined and impossible to identify 
specifically. Such smaller masses may even be com- 
pletely unnoticed on conventional examination. 

Body section radiography may be of value in resolv- 
ing some or all of these differential diagnostic features, 
which often are present in combination in particular 
cases. 


Presence of mass 


The first question discussed above was concerned 
with whether or not a mass was present. The superim- 
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position of hilar densities may result in hilar shadows 
of increased width or unusual contours, making an ab- 
solute conclusion impossible. This is especially true in 
instances of vascular structure enlargement upon the 
basis of altered circulatory dynamics. Body section 
studies may definitely dissect the questionable hilar 
shadow layer by layer, ruling in or out the neoplastic 
or vascular basis for these changes. 

An example of this was seen in a middle-aged 
woman who complained of left anterior chest pain and 
of a nonproductive cough of several weeks’ duration. 
The area of increased density in the left lung field adja- 
cent to the hilar region was considered to be a possible 
mass lesion. The lateral view did not visualize the 
mass, although the hilar region was denser than usual. 
A series of cuts through the hilar areas showed that 
the density consisted of overlapping and superimposed 
vascular structures. The hilar density appeared to be 
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composed of dividing and subdividing vascular shad- 
ows, and the right major vascular structures were un- 
commonly prominent. There was no suggestion of an 
extravascular mass. The patient’s symptoms subsided 
and the appearance of the chest did not change subse- 
quently. This was the second such case investigated by 
laminagraphy within a year. The first patient, also a 
woman, had had a diagnosis of bronchogenic carcinoma 
with a recommendation for thoractomy when she was 
referred for body section studies. The apparent hilar 
mass also resolved itself into superimposed dilated pul- 
monary vessels. There was some cardiac enlargement. 
Treatment for early cardiac decompensation produced 
a regression of the complaints, and the patient had been 
symptom free for 18 months at the last report. 

The question of whether or not a mass is present 
may also represent a dilemma in the presence of exten- 
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sive chronic pulmonary-pleural disease which extensive- 
ly alters the usual landmarks. Figure 3 is from the 
second examination of a 54-year-old man who com- 
plained of mild left lower anterior chest pain and gen- 
eral malaise of 10 weeks’ duration. He had had a cough 
for 20 years, but his sputum had become blood-tinged 
recently and the amount of hemoptysis appeared to be 
increasing. Twenty years previously he had a left lower 
lobe pneumonia complicated by empyema which had 
been drained. The initial film, made 8 weeks previous- 
ly, presented the same findings. 

The problem appeared to be one of differentiation 
between old inflammatory disease with massive fibrosis 
and other sequelae and neoplasm with lower lobe atelec- 
tasis. The lateral view (Fig. 4) did not solve the prob- 
lem; no mass could be seen. A heavily penetrated 
Bucky film was considered to be noncontributory to the 
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main diagnostic dilemma. Several radiologists con- 
curred that definitive diagnosis on the basis of these 
three films was not possible. 

At the time of this second examination, lamina- 
grams (Figs. 5 and 6) demonstrated a large mass filling 
the interbronchial space and crowding the lower border 
of the carina. It did not appear to be continuous with 
the borders of the aortic arch. The mass encroached 
upon and compressed the left main stem bronchus, par- 
ticularly at its midportion, reducing it to a narrow slit. 
The borders of the mass were continuous with the 
density in the left lower lung field. There was no evi- 
dence of cavitation or calcification within the densities. 
The tracheal shadow was irregular and thickened in its 
midportion, suggesting extension of the neoplastic le- 
sion which was now considered to be present. Bron- 
choscopy reaffirmed the narrowing, and the wall of the 
bronchus was found to be extensively ulcerated. At 
thoracotomy it was found that the entire left lower 
lung was replaced by carcinoma, and the carinal mass 
was seen to be a direct upward extension of the tumor 
into the mediastinum. 

Figures 5 and 6 demonstrate the ability of body 
section radiography to delineate the main bronchial 
tree. It is interesting to note that the large carinal mass 
is visible on the conventional posteroanterior films, but 
that its presence was not appreciated until the sectional 
studies had been evaluated. Of course this may be the 
result of inadequate technic or of an uncritical approach 
on the part of the examiner, but any procedure which 
can compensate for the examiner’s deficiencies is val- 
uable for that reason alone, if for no other. 

The last two cases presented are examples of the 
value of laminagraphy in establishing the presence or 
absence of a neoplasm—in answering the question so 
often posed in pulmonary problems, Is a mass present ? 
The first case presented is also an example of the value 
of this technic in resolving the second question posed 
above, Is the density vascular or pulmonary in nature? 
The series of cuts taken in that case were good evi- 
dence that the visualized density was vascular in origin 
and that it did not represent an actual mass. 


Location of mass 


Certainly the five major problems stated earlier in 
this report occur in combination. Is a mass present? is 
often followed by, If a mass is present, where is it? 
Thus, if the answer to the first is affirmative, the spatial 
relationship to the bronchial tree becomes important. 
Sectional technics may supply the answers to both 
questions at the same time. 

A case in point is that of a 56-year-old man who 
presented himself with recurrent left lower thoracic 
pain of 5 months’ duration, associated with a mildly 
productive cough without hemoptysis. The pain seemed 
to originate in the left costochondral area and to radiate 
posteriorly. He had lost a small amount of weight. 
Physical findings suggested that a consolidating lesion 
might be present in the midportion of the left lung field 
posteriorly. 

Conventional films (Fig. 7) demonstrated an area 
of increased density and altered interstitial markings in 
the left lung field inferior and lateral to the hilar 
shadow. The area was poorly marginated, with the 
changes tending to merge gradually with average lung 
tissue. Although it was felt that the findings could well 
represent neoplasm, no definite identification of a true 
mass lesion could be made. The lateral projection (Fig. 
8) suggested that the involved area was anterior to the 
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Fig. II 


hilar level, but did not sharply delineate the mass lesion. 
Overpenetrated Bucky films did not seem to contribute 
to the diagnostic proof of neoplasm. 

Laminagrams (Fig. 9 )defined an irregular, well- 
circumscribed, dense, essentially homogenous shadow 
at 13 cm. from the posterior chest wall. At several 
points on the periphery of the mass there appeared to 
be extensions into the surrounding tissue. The shadow 
did not appear to be continuous with the vascular struc- 
tures, as the descending branch of the pulmonary artery 
was not sharply delineated at the levels of the observed 
mass. At the 12 cm. level, the definition of the lesion 
was less sharp (Fig. 10) and it also began to lose defi- 
nition at 14 cm. The trachea and main stem bronchi 
were unaltered, and the bronchial branches to the in- 
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ferior segment of the lingular division of the upper 
lobe and to the anterior basal segment of the left lower 
lobe were undistorted. The mass appeared to lie be- 
tween these tertiary divisions within the lingyla of the 
upper lobe. With the patient in the left lateral position, 
laminagraphy demonstrated an ovoid homogenous cir- 
cumscribed shadow within the cardiac density at the 9 
cm. level (Fig. 11). 

A lingulectomy was performed, and the histologic 
diagnosis was bronchiolar (alveolar cell) carcinoma 
with metastasis to mediastinal lymph nodes. The use 
of sectional radiography in this case established the 
presence of a solid mass lesion, accurately localized it 
within the pulmonary field as independent of the lobar 
and segmental bronchi, indicated a parenchymal type of 
lesion, delineated its intrinsic homogeneity, and defined 
its marginal irregularity with extension into the sur- 
rounding lung tissue. 

Another example of the value of laminagraphy in 
establishing the mass nature of a pulmonary lesion and 
its spatial relationship to the bronchial tree might be 
instructive, in that the specific nature of the mass could 
not be anticipated although its geography was well 
shown. Conventional films of a 55-year-old man who 
presented no cardiorespiratory symptoms showed a soli- 
tary, well-circumscribed, large, essentially homogenous 
density in the peripheral portion of the left upper lung 
field. No calcifications were observed and the hilar 


Fig. 16 


Fig. 14 


Fig. 15 


shadows were average. The shadow was posterior, ap- 
parently at the base of the upper lobe, and its contour 
as seen in the lateral view presented some doubt as to 
its neoplastic nature. The patient’s complaints at this 
time were stiffness of the fingers and vague hand dis- 
comfort of some months’ duration. He had no occupa- 
tional or past personal history of significance. He had 
been smoking one package of cigarettes daily for 40 
years. 

Laminagrams showed a sharply circumscribed 
homogenous mass lesion, sharpest at 9 cm. from the 
posterior chest wall. No contained calcifications, mar- 
ginal umbilication, or cavitation could be seen. Studies 
at other levels demonstrated average unaltered trachea 
and main stem bronchi, and a tertiary division to the 
upper lobe was seen, passing, apparently unobstructed, 
to the medial aspect of the density. On this basis the 
presence of a parenchymal neoplasm was postulated. 

Histologic study following a left pneumoectomy 
revealed the lesion to be a benign papillary adenoma, 
resulting from pulmonary adenomatosis and character- 
ized by extensive proliferation of the alveolar walls, 
forming a large mass without evidence of abnormal 
mitotic activity or bronchial involvement. Sectional 
radiography in this instance confirmed the suspicion of 
a mass lesion and was highly suggestive of its extra- 
bronchial nature, but failed to identify accurately its 
nature. However, in retrospect, the sharpness of the 
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margins of the mass and the absence of peripheral ex- 
tension as seen previously might have been helpful in 
indicating its character. 

Spatial relationship of masses to the bronchial tree 
and pulmonary segments are not only features of aca- 
demic or didactic interest, although their establishment 
can be a fascinating and rewarding radiologic game. 
These geographic characteristics are significant for ade- 

_quate presurgical planning. Well-planned sectional ra- 
diography can usually establish accurately the location 
of the mass lesion with reference to the main bronchial 
division. 

Such was the case with an asymptomatic male who 
presented a large right hilar and parahilar density on a 
routine hospital admission chest film (Fig. 12). It ap- 
peared to be a reasonable certainty that a pulmonary 
mass was present, but some knowledge concerning its 
bronchial relationships was desired. At 11 cm. from 
the skin of the back, the trachea and carina were well 
outlined and were average in appearance (Fig. 13). 
At 13 cm., the bronchus to the right lower lobe was 
observed almost in its entire length and was average 
in caliber and position (Fig. 14). At 14 cm. the middle 
lobe division was visualized and was patent (Fig. 15) ; 
however, the bronchus to the right upper lobe was rep- 
resented by only a short stump and appeared to be 
sharply and completely obstructed. All of the levels 
demonstrated the homogenous mass with extension into 
the pulmonary tissues from its external margin. Sur- 
gical exploration confirmed the presence of a broncho- 
genic neoplasm having its origin from the bronchus. 


Nature of mass 


Dissection of a lesion to divulge its intrinsic char- 
acter, and to answer the question, Is the mass hemo- 
genous? may assume value in case analysis. Figure 16 
is a film of a 74-year-old man whose physician suspect- 
ed upper lobe disease on routine examination occasioned 
by a nasal hemorrhage. The increased left apical and 
first interspace density vaguely suggested a mass lesion. 
Prominent interstitial markings extended from the area 
to the hilum, which was suspected of enlargement. The 
lateral projection (Fig. 17) contributed little specific 
data. Laminagrams delineated a_well-circumscribed, 
rounded, irregular left apical shadow (Fig. 18). The 
mass showed variation in density with irregularly cal- 
cified areas (Fig. 19). The hilar shadow resolved itself 
into superimposed vascular structures (Fig. 20). On 
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the basis of the evidence obtained by body section study, 
a diagnosis of tuberculoma was suggested. Since the 
original films taken in April 1953, the lesion has shown 
no change. 


Summary and conclusion 


Some of the more commonly encountered prob- 
lems referable to pulmonary neoplastic disease have 
been cited, and an attempt has been made to indicate the 
value of body section radiography in establishing a 
roentgen diagnosis which is accurate beyond that obtain- 
able by conventional films. The method may establish 
the presence or absence of a mass; it may disassociate 
vascular structures from neoplastic lesions; it may es- 
tablish the spatial relationship of a mass to the bron- 
chial tree and demonstrate the intrabronchial or extra- 
bronchial source of a tumor; it may reveal the internal 
structure of an apparently homogenous pathologic con- 
dition; and it may disclose additional unsuspected pul- 
monary disease. 

The use of laminagraphy in pathologic conditions 
of the chest may eliminate the necessity for uncom- 
fortable contrast media examination. The method may 
be employed immediately upon indication without spe- 
cial preparation of the patient or by the examiner. The 
technic can add considerably to the education of the 
radiologist, since more critical analysis of conventional 
films is often possible through sectional studies. 

In questionable cases—in those pathologic condi- 
tions incompletely identified by conventional examina- 
tion, or in situations demanding accurate localization 
for a specific therapeutic approach—body section ra- 
diography, assidiously utilized and critically analyzed, 
can contribute much to the radiologist’s acumen and 
the patient’s welfare. 


Metropolitan Hospital 
300 Spruce St. 
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The treatment of H EMAN GIOMAS 
wih CONTACT THERAPY 


A. MARSH TUTTLE, D.O. 
Bakersfield, California 


I, THIS DISCUSSION of hemangiomas I shall 
consider only strawberry marks (hemangioma simplex) 
and cavernous hemangiomas (angioma cavernosum). 
The special applicability of contact therapy does not 
extend to other types of angiomas, and therefore they 
will not be discussed in this paper. 


Safe therapy 


In the first years of my radiologic practice I treat- 
ed hemangiomas with radium. I found that whether I 
used one-fourth strength plaques, full strength plaques, 
or a radium applicator, blistering and sloughing were 
all too frequent. 

For a number of years now I have been treating 
skin lesions with contact therapy. My Philips apparatus 
is a model which operates at 50 kv. and 2 ma. only, with 
an inherent filter of 0.3 mm. aluminum equivalent and 
0.35 mm. aluminum half-value layer.t With this Philips 
tube I get no harmful results. 

A few years ago, in treating hemangiomas, I gave 
doses of 200 to 300 roentgen units repeated at 6- to 8- 
week intervals so that any skin reaction would be past 
before time for the next treatment.?, Now I give 500 
roentgen units at the same interval and never observe 
any peeling. Howes and Camiel* state that the erythema 
dose of the Philips tube is estimated to be 400 roentgen 
units, but in my experience it seems to be 500 roentgens 
or over. 

I cut a hole in thin lead or lead rubber to fit the 
lesion, and then use a port a little larger than the lesion 
so that if the infant moves, the port will not slip off and 
yet the normal skin will be protected. The treatment 
takes only 6% seconds, so it is seldom a problem to 
keep the infant quiet. Van der Plaats,‘ for part of the 
treatment, uses a port larger than the lesion and brushes 
it back and forth across the lesion at a distance of 4.0 
cm. so that any fading of the lesion or tanning of the 
normal skin around it will contrast less with the sur- 
rounding normal skin. 

I do not claim that my results are outstanding, but 
I do insist I am using a safe method of treatment. 
When I continue to see patients who have been scarred 
with carbon dioxide snow and see articles in leading 
journals advising radium therapy, I feel I should spread 
the gospel of a safe method of treating hemangiomas. 

There is much difference of opinion concerning the 
treatment of hemangiomas. In a recent editorial Schulz® 
mentions a classic article by Lister* and then goes on to 
discuss a paper by Walter :’ 

An uncommonly sensible paper by J. Walter appeared in 


October 1953. In an attempt to assess Lister’s thesis, this au- 
thor deliberately withheld treatment of capillary and cavernous 
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hemangiomas in children, observing them only, and then com- 
pared the results with those obtained by his colleagues who 
treated all such lesions by radiotherapy. Though it is true that 
in the first year of observation, or in the treated cases in the 
first year after therapy, the satisfactory results in the treated 
group were almost twice those of the untreated group (9 per 
cent as compared to 4.8 per cent), at the end of the second 
year there was no difference in the occurrence of satisfactory 
regression in the two groups (28 and 27 per cent). This state 
of affairs continued parallel until the end of five years, when 
both those actively treated by the radiotherapist and those left 
to the good devices of nature and a willing and careful ob- 
server, showed satisfactory healing in almost all instances and 
in like frequency, 94 and 96 per cent respectively. The conclu- 
sion is inescapable. - 


The question of what percentage of hemangiomas 
should be treated I will not argue. I have felt that, with 
the good results I obtained, it was best to treat all 
hemangiomas and the earlier the better. After reading 
Schulz’ editorial I will re-evaluate the indications in 
these cases, and I cannot say yet where I will draw the 
line between treating and watchful waiting. Many phy- 
sicians are going to treat at least some of these nevi, 
either because they themselves fear the results if the 
lesion is left untreated or to relieve the anxiety of par- 
ents. The important thing is that if they are treated. a 
method with as small a potential of harm as possible 
must be used.* 


Technical details 


In the same periodical with the editorial by Schulz, 
there is a paper by Amdrup and Knudson* on the 
treatment of hemangiomas by use of ultrasoft roentgen 
rays. This team used rays of 20 or 30 kv. and reported 
no instances of radionecrosis. They quote Ebbehoj,’®?" 
who maintains that damage to the skin by radiation is 
caused by a “combination of traumata” to layers of the 
skin from 3 to 8 mm. in depth. Ebbehoj expresses the 
half-value layer of these soft rays in terms of milli- 
meters of skin rather than millimeters of aluminum. 
He states that in treating skin conditions, the half-value 
layer of the rays used, expressed in millimeters of skin, 
should be about two-thirds the depth of the lesion. He 
says: 

According to this, the Bucky or Grenz rays, which have an 
H.V.L. from 0.1 to 0.4 mm skin, are indicated in diseases whose 
thicknesses are less than 1.0 mm and disorders in which you 
wish all or most of the energy be retained in the epidermis 
itself. Examples are: psoriasis, eczema of different kinds, 
atopic dermatitis, neurodermatitis, acne, nevus flammeus, ver- 
ruca plana, keratosis senilis, etc. . . . By far the majority of 
skin disorders which need radiotherapy have thicknesses [of 
the affected part] of 2 mm or less, or can be brought down to 
this thickness by curettage of solid lesions or by pressure on 
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angiomata. Therefore, most skin diseases fall within the limits 
suitable for ray-qualities with H.V.L. 1.6 mm of skin or less.” 


As stated before, Ebbenhoj claims that skin dam- 
age results from the radiation effect on blood vessels at 
a depth from 3.0 to 8.0 mm. From Table I it can be 
seen that with the equipment I use the skin dose is re- 
duced to 50 per cent at 3.0 mm. depth and 22 per cent 
at 8.0 mm. depth. (Glasser and his associates state’ 
that the back scatter is so reduced at 50 kv. that the 
skin dose can be considered as the air dose). At 50 kv. 
and lower, the depth dose reduces considerably by the 
complete absorption of many of the rays, as well as by 
the square of the distance.1°'! This rapid reduction of 
depth dose is a protection to underlying bone and carti- 
lage or other underlying tissue as well as to the skin.’ 
Moreover, with its use there is much less danger to the 
operator.?” 

The reduced penetration of the rays increases the 
need for accuracy in estimation of width and depth of 
tumors."* By adding 1.0 mm aluminum filter to my 
contact unit, the depth dose very closely approaches that 
of radium. I have found that just this amount of ad- 
dition to the depth dose removes the safety from skin 
damage enjoyed when no added filter is used. The com- 
parative depth dose table (Table I) helps to visualize 
the relative difference in the penetrating properties of 
the softer rays. 


Case histories 


Case 1. A male infant, first seen when he was 7 
weeks of age, had a strawberry mark 0.6 by 0.8 cm., 
with cavernous tendencies elevated about 0.3 cm. and 
about the same depth. A total of 1,343 roentgen units 


were given in 5 doses over a 6-month period. Examina- 
tion 4 years later showed only a faint brownish color, 
but otherwise the skin was normal. 

Case 2. A brother of the above patient, first seen 
June 26, 1954, at 3 months of age, had a slightly ele- 
vated lesion 0.5 by 1.0 cm. in size, which was given 
2,000 roentgens in four doses over a period of 4 
months. On examination on May 12, 1956, it was 
found to be almost invisible. 

Case 3. An 11-month-old girl was brought to me 
with an intramuscular hemangioma below the left scap- 
ula which had previously been excised but had returned. 
At that time it was a 2.0 by 2.0 cm. tumor which showed 
slightly bluish through the skin. She was given 333 
roentgen units at 200 kv. and 1,500 roentgens at 50 kv. 
over a 5-month period. On examination 15 months 
later, the area treated appeared perfectly normal except 
for the scar of the incision. 

Case 4. A female infant, first treated March 23, 
1955, at 3%4 months of age, had a 3.0 by 3.0 cm. bluish 
lesion of the shallow cavernous type below the left 
scapula. She was given 3,872 roentgens in 8 doses over. 
a 10-month period. On examination on June 4, 1956, 
2% months after the last treatment, there was no evi- 
dence of bulging or bluish color but only a slight 
whitish mottling. 

Case 5. A male infant, first seen when he was 4 
months of age, had a combined strawberry and cavern- 
ous lesion on the left temple; the strawberry portion 
was 1.0 by 1.0 cm., and the cavernous portion was 2.0 
by 2.0 cm. He was given 4,674 roentgen units in 14 
treatments over a 22-month period. Two years after 
the last treatment, there was no evidence of the former 
lesion except a faint brownish color. 
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= TABLE I—DEPTH DOSES : 
New Philips 1949 Philips 1949 Philips Radium]| 100 kv.t 200 kv.§ 
50 kv.* 50 kv. 1 Al added 
: Target skin : 
distance (cm.) 2 2 15 25 
: Area (sq. cm.) 4 5 10 = 
‘ Diameter (cm.) 1.5 2 2 : 
: Depth (cm.)_ 
: 0 100% 100% 100% 100% 110.5% 118% : 
3 12 50 
: 5 47 34 91 : 
: 8 22 : 
: 1.0 16 33 30 74 100 : 
: 1.5 9 : 
: 20 13 13 51 : 
: 3.0 6 7 36.5 71.5 : 
4.0 3 4 26.5 
: * Inherent filter: .03 mm. Al; Half-value layer: .056 mm, Al. s 
: + Inherent filter: 3 mm. Al; Half-value layer: .35 mm, Al. > 
|| Filter: 1.5 mm. Pt. 
e t Half-value layer: 3.5 Al; .115 Cu. . 
Half-value layer: 1.00 Cu. = 
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In some cases I have obtained too great a blanch- 
ing of the skin, but I believe this can be prevented by 
giving the center much less treatment than the periph- 
ery and by discontinuing treatment early enough to 
take advantage of the natural tendency of these lesions 


to disappear. 
2415 G Street 
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Differentiation of 


GASTRIC 
MALIGNANCY 


and inflammatory 


antral pathology 


MALCOLM E. SNELL, D.O. 


Dallas, Texas 


A SURVEY OF THE literature concerning gas- 
tric malignancy and inflammatory antral pathology re- 
veals that much has been written on these subjects. 
Curtis? observed that whenever there is much writing 
on any medical subject, it can be assumed to be a con- 
troversial one and that the facts are less numerous than 
the thoughts. This is most certainly true of gastritis: 
the pathologists are not in agreement among themselves 
nor in accord with the radiologists, gastroscopists, sur- 
geons, or internists, among whom there are also various 
schools of thought. This paper will attempt to correlate 
current findings and provide a practical guide for the 
radiologist’s part in the differential diagnosis between 
benign and malignant pathologic changes. 


Classification 


For the purpose of limitation, the gastric antrum 
will here be considered as that portion of the stomach 
bounded proximally by the incisura angularis and dis- 
tally by the pylorus. 

According to Templeton,? inflammatory and ulcera- 
tive conditions of the stomach are divided into those 
having known and unknown etiologies. In both groups 
inflammation and ulceration frequently occur together. 
Lesions produced by known etiologic agents are either 
acute or chronic. In most of the acute inflammations of 
the upper gastrointestinal tract, roentgen examination 
is contraindicated or not essential; therefore, little is 
known about the roentgenologic appearance of these 
processes. 

_Chronic inflammatory processes of known cause 
are extremely rare in the upper gastrointestinal tract.” 
Those most likely to be seen are produced by tubercu- 
losis, tertiary syphilis, and actinomycosis. These proc- 
esses are grouped under one heading—the infectious 
granulomata—and are characterized by destruction and 
repair of tissue going on together. As a result, the sur- 
faces of the lesions are irregular, nodular, and ulcerated. 

Nonspecific inflammations and ulcerations com- 
prise the most frequently seen lesions of the upper 
gastrointestinal tract.2 These inflammatory conditions 
occur in acute and chronic forms with variable severity. 
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They are found associated with almost all cases of 
carcinoma, ulcer, and stenosis. The inflammation ac- 
companying carcinoma and ulcer appears similar to 
that seen where there is no carcinoma or ulceration. 


For the purpose of this paper, most of the discus-. 


sion will be related to hypertrophic gastritis, since it is 
this group which presents the problems most frequently 
confronting the gastroenterologist and the radiologist. 

In chronic gastritis of unknown etiology the mu- 
cosal folds may be of normal size, but usually they are 
either larger or smaller than normal. Consequently the 
terms “chronic hypertrophic gastritis” and “chronic 
atrophic gastritis” are in common use. In any form, 
edema, hemorrhage, and ulceration may or may not be 
apparent. 

Except for the difference in the size and number 
of the glands, the microscopic features of chronic gas- 
tritis are fundamentally the same whether the mucosal 
folds are larger than normal or absent.*? The micro- 
scopic pathology ranges from a simple inflammatory 
picture to one where the gastric glands are hypertro- 
phied and irregular, with cyst formation and metaplasia 
of the lining epithelium.* 

The antral type of chronic hypertrophic gastritis 
is thought to be limited to the mucosa at first; as 
chronicity develops, it involves the deeper layers, even 
to the serosa, resulting in an irreversible change, the 
so-called antral fibrosis.* 

In 1939 Schindler® reported gastritis in 41.8 per 
cent of 1,000 patients studied gastroscopically in Ameri- 
ca. In 1952, Berg*® stated that many patients in whom 
a diagnosis of antral gastritis is made may have gas- 
tritis of the entire stomach which cannot be demon- 
strated roentgenologically. In his series of 5,520 exami- 
nations of the stomach during a period of 30 months, 
139 cases of antral gastritis were diagnosed roentgeno- 
logically. Of the cases so diagnosed, 80 were in asso- 
ciation with duodenal ulcer, duodenitis, gastric ulcer, or 
gastroenterostomy ; 50 were not associated with demon- 
strable lesions in the stomach or duodenal bulb. Addi- 
tional findings in this group of 59 cases were the asso- 
ciation with cholelithiasis or nonfunctioning gallbladder 
in 8 cases, and with herniation of the gastric mucosa 
into the duodenal bulb in 11 cases. He found that 
hypertrophic gastritis predominated in the male be- 
tween the third and sixth decades. 

Excluding peptic ulcer, confirmed instances of in- 
flammation of the gastric walls are infrequently encoun- 
tered, and it is common to classify such conditions as 
acute or superficial gastritis, chronic hypertrophic gas- 
tritis, and chronic atrophic gastritis. In a 5-year study 
at the University of Michigan, covering the years 1949 
to 1953 inclusive, 231 hospitalized patients were found 
to have one form or another of gastritis within the 
above classification.’ Hodges and his associates, who 
conducted the study, suggest that the acute superficial 
and the chronic atrophic forms of gastritis belong 
strictly in the field of the gastroscopist, while the ra- 
diologist’s’ approach is primarily concerned with the 
chronic hypertrophic form. 


Technic of roentgen study 


In the roentgen study of gastric antral pathology 
an attempt should be made to obtain mucosal relief 
studies of the highest quality in order to trace the rugae 
through the involved area, although an occasional case 
is encountered in which this is impossible. In the mu- 
cosa of the normal stomach there should be no inter- 
ruption of the rugae and no abrupt break in the rugal 
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pattern, nor should there be any disturbance of the 
rugal architecture. 

The fluoroscopist should be acquainted with a short 
history of the case under examination. Careful fluoros- 
copy is essential, paying particular attention to the 
study of gastric motility. According to Stampfli,® the 
routine technic of examination should not be too rigid, 
but should allow for the employment of special proce- 
dures that may lend clarification to an otherwise nebu- 
lous picture. He asks the patient to swallow 1 ounce 
of fairly thick barium mixture while standing erect in 
the right anterior oblique position. The patient is 
turned during examination and barium is spread over 
the palpable portion of the stomach, and, if possible, 
the first portion of the duodenum. The table is then 
tilted backward, and supine or oblique spot films are 
made after finding the degree of obliquity that demon- 
strates the structures best. Excess barium gravitates 
up and posteriorly to the fundus, while air provides 
double-contrast views of the antrum and occasionally 
the duodenal bulb. The patient is again returned to the 
erect position and good double-contrast views of the 
proximal portion of the stomach are obtained. Now 
the patient swallows approximately 7 to 10 more ounces 
of thinner barium mixture. Further examination and 
palpation are carried out, and spot films are taken with 
and without compression. The table is again tilted 
backward and the cardiac end of the stomach is studied. 
The patient is then examined during different degrees 
of rotation from the prone position to the right lateral 
position. Occasionally, films are exposed with the pa- 
tient in the prone left oblique position. One or more 
radiographs are finally made on 14 by 17 inch films. 
Carbonated barium may be used in the hope of pro- 
ducing better double-contrast films. 

Normally the roentgen anatomy of the gastric 
rugae is such that the mucosal lining of the stomach is 
thrown up into numerous folds or pleats. According to 
Stampfli,* the antral rugae vary in pattern. They may 
run in the direction of the lumen, but are more likely | 
to be found obliquely situated, with many irregular 
components. Antral folds are even seen running trans- 
versely across the lumen, and these are not necessarily 
abnormal. Mucosal relief films are usually made while 
the muscularis is in a state of partial contraction or 
tonus, which is the resting state of the stomach. The 
mucosa appears more rugose on such views, the degree 
of folding and the size of folds varying widely in dif- 
ferent healthy individuals. The appearance of the rugae 
in the same person changes in different positions. When 
the patient is supine, the rugae may be shortened and 
more tortuous, producing a crinkly pattern. The rugae 
appear crowded and foreshortened with the patient in 
the left posterior oblique position. In this position, if 
enough air is present in the antrum, the mucosal folds 
of this region may be effaced. When the patient is 
prone, the mucosal folds are less tortuous and show 
the effects of intra-abdominal pressure. With the pa- 
tient upright, barium falls to the antrum, stretching 
the folds in the body and straightening them, so that 
they appear close together and narrower. In the an- 
trum, the mucosa may be rendered smooth by the pal- 
pating hand. 

In spite of the apparent confusion of pattern that 
sometimes exists normally in the body and antrum of 
the stomach, the peristaltic wave thins the mucosa as it 
moves toward the pylorus and arranges the tiny folds 
neatly parallel with one another. 

The somewhat classic roentgen changes in hyper- 
trophic antral gastritis mentioned by Berg* are as fol- 
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lows: (1) hypersecretion; (2) pylorospasm, antral 
spasm, and narrowing of antral region; (3) shortening 
of antral region due to contraction of longitudinal 
muscles; (4) gastric folds usually enlarged, sometimes 
with polypoid appearance (some cases are seen, how- 
ever, in which the mucosa is smooth, as it appears in 
scirrhous carcinoma); (5) stiffness of folds in antral 
region due to infiltration of submucosa (folds do not 
flatten out on pressure of the examiner’s hand and do 
not thin out with peristalsis) ; (6) irregularity of peri- 
stalsis in antral region; (7) prolapse of gastric mucosa 
into duodenum; (8) hypertrophy of pyloric muscula- 
ture in some cases; {9) delay in emptying time of 
stomach due to antral spasm and pylorospasm; and 
(10) small ulcer craters sometimes detectable in in- 
volved area. 

Berg* also points out that only part of the changes 
listed will be found in any one case, ard that the 
changes seen roentgenologically result from spasm as 
well as edema and infiltration of the mucosa and sub- 
mucosa. 


Nonmalignant inflammations 


Specific inflammatory antral disease may be caused 
by syphilis, tuberculosis, and fungus infections such as 
actinomycosis. Gastric symptoms frequently occur in 
syphilitic patients, but true syphilis of the stomach is 
uncommon.® Gastric syphilis may involve the mucosa, 
submucosa, or the gastric wall, either alone or in com- 
bination. The disease occurs in the following forms: 
(1) gastritis; (2) ulceration; (3) diffuse infiltration ; 
(4) pyloric stenosis; (5) hyperplastic gummatous tu- 
mor; and (6) perigastritis and perigastric adhesions. 

Ulceration is the most common type of lesion 
found in syphilis, and these ulcerations occur primarily 
in the pyloric portion of the stomach. When gastritis is 
present it is usually in the form of interstitial fibrosis 
with perigastric lymphadenitis and inflammatory adhe- 
sions. 

All gross syphilitic lesions can be easily demon- 
strated by roentgen diagnosis. Although the roentgen 
signs of gastric syphilis are not pathognomonic, they 
usually furnish decisive evidence of pathologic change. 

The incidence of tuberculosis of the stomach found 
at general autopsy is approximately 0.1 per cent. It is 
more commonly seen in adults and predominantly in 
the male sex.'® 

From the standpoint of gross pathology, the fol- 
lowing forms of gastric tuberculosis may be distin- 
guished:"' (1) gastritis; (2) multiple small erosions ; 
(3) hypertrophic or tuberculoma; (4) sclerosing in- 
flammatory form, producing an inflammatory mass; 
(6) miliary; (7) extragastric; and (8) lymphangitis. 

Gastric tuberculosis most commonly involves the 
lesser curvature and pyloric portions of the stomach. 
The roentgenologic examination usually suggests peptic 
ulcer, gastric syphilis, or carcinoma. It is stated that 
gastric tuberculosis and carcinoma of the stomach are 
associated in a high percentage of cases.’*'* White™ 
observes that 10 per cent of the reported cases of tu- 
berculosis of the stomach have been complicated by 
gastric carcinoma. Eighty-five per cent of the hyper- 
plastic lesions of gastric tuberculosis have occurred 
distal to the incisura angularis. If an ulcerative or 
hyperplastic lesion of the stomach is associated with a 
sinus tract or a fistula, the possibility of tuberculosis 
should be suspected." 

Only a very few authentic cases of actinomycosis 
of the stomach have been recorded. A roentgen diag- 
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nosis of actinomycosis has never been made; the ex- 
amination will reveal evidence of a pathologic lesion, 
most often an ulcer.? The mucosa may be thickened 
because of a mycotic gastritis. In Blain’s case’® the 
x-ray revealed a deformity of the pylorus which re- 
tarded the passage of barium, but did not produce 
obstruction. Bearse and Pollock’ reported a case of 
mycotic infection of the stomach complicated by a gas- 
tric fistula. 


Malignant lesions 


The malignant lesions of the stomach originate in 
three of its structural components: the mucous mem- 
brane, the lymphoid tissues, and the muscle coats. Over 
98 per cent are carcinomas, which arise from the mu- 
cous membrane; less than 2 per cent are lymphomas, 
which arise in the lymphoid tissues ; about 0.1 per cent 
are leiomyosarcomas, arising from the smooth muscle."* 

The term “lymphoma” includes all uniformly fatal 
diseases of the lymphoid tissue. The lymphomas which 
may involve the stomach are giant follicle lymphoma, 
Hodgkin’s disease, lymphosarcoma, and_ leukemia. 
Hodgkin’s disease is the most common lymphoma in 
the stomach, involving the pars pylorica most frequent- 
ly. The incidence is greatest between the ages of 18 and 
38 years, generally the same as in Hodgkin’s disease. 

A series of 25 microscopically proved cases of ma- 
lignant lymphoma of the stomach were analyzed,"* 
with the object of determining three major points: 
First, are the roentgen findings sufficiently distinctive 
to warrant giving a primary diagnosis of lymphoma? 
Second, can the roentgen findings be correlated with 
the gross and microscopic pathology? Third, what 
mode of therapy gives the best results? These investi- 
gators concluded that there are no roentgen findings 
pathognomonic of gastric lymphoma. The roentgen 
diagnosis might be inferred from massive gastric in- 
volvement by bulky lesions, rigidity of the gastric wall, 
or distortion of mucosal folds. There is no correlation 
between roentgen and gross findings and microscopic 
appearance or type. Other investigators state the fol- 
lowing in respect to roentgen diagnosis of the lympho- 
mas: A careful review of all of the pertinent roentgen 
findings leaves a state of uncertainty.1° The differen- 
tiation roentgenologically from carcinoma or even ulcer 
remains difficult.2° In regard to gastric mesenchymal 
tumors it is stated that leiomyomas and leiomyosarco- 
mas have no single characteristic radiographic appear- 
ance.”? 

Gastric carcinoma constitutes about 40 per cent of 
all cancers involving the gastrointestinal tract and may 
be classified as follows:? (1) medullary, fungating, 
proliferating, or vegetating; (2) scirrhous, infiltrating, 
or leather-bottle variety ; (3) polypoid, with or without 
ulceration; (4) mucoid or colloid; (5) malignant ul- 
ceration, primary or secondary; and (6) malignant 
degeneration of a benign tumor. 

Seventy per cent of gastric carcinomas involve the 
pyloric antrum, 20 per cent the body, 8 per cent the 
cardia, and 2 per cent the entire stomach. Cancers of 
the stomach occur most frequently between the fourth 
and seventh decades, and predominate in the male ap- 
proximately 3 to 1.° 

The classic roentgen signs of gastric carcinoma 
are: (1) filling defect; (2) palpable tumor; (3) dim- 
inution in the size and capacity of the stomach; (4) 
changes in motility ; (5) altered peristalsis ; (6) altered 
mobility ; (7) changes in the flexibility of gastric walls 
(rigidity) ; (8) changes in the mucosal pattern; (9) 
spasm ; and (10) displacement of the stomach. 
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The roentgen diagnosis is based essentially upon a 
characteristic filling defect. The type of filling defect 
depends upon the histopathologic structure of the neo- 
plasm. The medullary, fungating, or proliferative 
growths produce the most characteristic filling defects. 


Differential diagnosis 


In differentiating benign and malignant gastric ul- 
cers Kirsh*? analyzed the roentgen aspects of 142 cases, 
which had been proved histologically. Of these cases, 
120 were benign and 22 malignant. In this series the 
lesions were ulcerative, since all those cases were ex- 
cluded which showed an obvious tumor on the films, 
even if an ulcer was also present. Radiating folds that 
could be followed to the very edge of the crater were a 
useful differentiating sign, since they were found in 50 
per cent of the benign and in none of the malignant 
ulcers. He suggested that if the folds radiate in the 
vicinity of the crater but are broken off immediately 
around it, a malignant lesion should be considered. The 
most valuable diagnostic signs of malignant ulcer are 
(1) a filling defect and (2) abnormal folds near the 
crater. No location in the stomach showed a particular- 
ly high incidence of malignant ulcers, but the highest 
incidence was found in the distal third and greater 
curvature. The malignant group showed a higher per- 
centage of large ulcers than the benign group, but when 
large ulcers were considered as a group, most were be- 
nign. Gastric residue after 5 hours was of little diag- 
nostic value. The base of the crater was irregular in 7 
of 22 malignant and in 21 of the 118 benign ulcers, 
the crater extending beyond the gastric border in 18 
malignant and 113 benign lesions. The crater had an 
undetermined border or overhariging edge in 32 per 
cent of malignant and 25 per cent of benign ulcers. 
Duodenal ulcer deformity was seen in 3 malignant and 
23 benign cases, a difference not large enough to be 
important. A normal incisura, when present, means a 
benign ulcer, but the absence or presence of a broad 
incisura does not necessarily mean a malignant ulcer. 
Kirsh felt that the use of histologically proved cases in 
the analysis of the roentgenograms was of value in de- 
termining which of the criteria that have been used 
routinely in the past are actually useful in differentiat- 
ing benign and malignant ulcerative lesions. 

Berg® reports the following points which are of 
value in the differentiation of gastritis and malignancy : 

1. Granular appearance, irregular translucencies, 
abrupt changes in direction, and breaks in the continuity 
of a fold may be due either to carcinoma of the antrum 
or to chronic hypertrophic gastritis. A violent break in 
the contour usually means malignancy ; rugosity, stiffen- 
ing, and widening of the folds with the pattern pre- 
served suggest gastritis. Grapelike polyps in the py- 
loric antrum may be neoplastic or inflammatory, and a 
histologic study is necessary for differentiation. Wart- 
like elevations may be widespread and often arise from 
an atrophic mucosa. The roentgenograms may show a 
cobblestone appearance with streaks and valleys of 
barium between and around the elevations. In the pres- 
ence of a deformed antrum and early opening of the 
pylorus, carcinoma must be the first consideration ; 
usually, delayed opening accompanies antral gastritis.** 

2. A palpable mass indicates carcinoma and not 
antral gastritis. 

3. Failure of peristaltic wave to pass through the 
antrum suggests new growth. Occasionally, peristalsis 
may pass in the presence of malignancy. 

4. Fixed deformity of the antrum suggests carci- 
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noma, whereas change will usually be seen in gastritis 
on serial film examination. 

5. The presence of anacidity suggests carcinoma, 
but anacidity may occur in antral gastritis and free acid 
can be found with carcinoma. 

Differentiation of gastric malignancy and inflam- 
matory antral pathology involves primarily the differen- 
tiation of gastric malignancy from gastric ulcer as well 
as specific and nonspecific gastritis. A few miscellane- 
ous benign entities of organic or functional nature 
should be mentioned since they may be confused with 
either antral malignancy or inflammatory change. 

Possibly the most difficult problem is the differen- 
tiation of hypertrophic gastritis from a malignant lesion. 
From the foregoing it can be seen that the roent- 
genologic characteristics are such that definite differ- 
entiation from neoplastic processes is difficult. Carci- 
noma, benign ulcer, syphilis, pyloric hypertrophy, and 
antral gastritis may closely simulate each other at dif- 
ferent stages of development. Since approximately 98 
per cent of all malignancies of the stomach are carci- 
noma,’ this fact is most important from the standpoint 
of differential diagnosis. 

The most important factors in the differentiation 
of carcinoma from antral gastritis is a careful study of 
the rugae, as described above, and presence of a pos- 
sible filling defect and abnormal folds near the ulcer 
crater. 

As was stated, the specific inflammatory processes 
of gastric syphilis or tuberculosis present no roentgen 
criteria which are pathognomonic. 

Pyloric hypertrophy is another condition that is 
difficult to differentiate from antral gastritis and carci- 
noma. A crescent-shaped indentation of the base of the 
bulb as described by Kirklin and Harris* is strongly 
suggestive of this condition. When this sign is present, 
it is of assistance in differential diagnosis. Perigastric 
adhesions and bands involving the pyloric antrum are 
not uncommon, and it is often impossible to make a 
correct preoperative differential diagnosis. Intramural 
gastric tumors, far-advanced infiltrations, and benign 
ulcerations are more often readily diagnosed from a 
clinical and roentgenologic standpoint than perigastric 
adhesions and bands involving the pyloric portion of 
the stomach. Many of these deformities are roentgeno- 
logically compatible with defects produced by malig- 
nant gastric pathologic change.** 

Prolapse of gastric mucous membrane into the 
proximal duodenum via the pylorus can usually be 
identified without difficulty on the basis of roentgen 
examination. 


Conclusion 


Roentgen methods have been considered inaccurate 
in the diagnosis of gastric malignancy and especially 
antral gastritis. With continued interest on the part of 
the radiologist, better understanding will result and 
better diagnostic criteria will become available. Con- 
tinued effort should be made by the radiologist to dif- 
ferentiate antral gastritis from carcinoma in order to 
prevent needless surgery and its attendant mortality. 

Nevertheless, it may be well to pause and heed the 
advice of Weber,”* who states: 

I recognize, of course, that an incidence of malignancy in gas- 
tric ulcer of 5 to 15 per cent is low, and that it constitutes a 
temptation to gamble with probabilities that is often extremely 
difficult to resist. But the radiologist is not in a position to 
assume exclusive responsibility for the distinction between be- 
nign and malignant lesions. It is his professional obligation as 
a physician not only to recognize the limitations and the capa- 
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bilities of his method himself, but also to make patients and 
referring physicians fully aware of them. . . . Radiologists 
can make a significant contribution to the diagnosis of early, 
that is, curable, gastric cancer, if at the time of their examina- 
tion they will temporarily refuse to recognize such a thing as a 
benign gastric lesion. 


Dallas Osteopathic Hospital 
5003 Ross Ave. 
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| HE PROBLEM OF THE solitary circum- 
scribed mass, coin lesions, in the lung has attracted a 
great deal of attention in recent years, because of the 
recognized possibility that a percentage of these lesions 
are malignant. In 1933, Graham found that resection 
of these lesions was a feasible procedure and reported 
3 cases of tuberculoma so resected; since that time, 
physicians have become more aware of the practical 
necessity for establishing a definite diagnosis of the 
nature of these coin lesions.* 


Diagnostic criteria 


An attempt has been made by many workers to 
establish some substantial criteria of the location, size, 
and roentgenologic appearance, for the diagnosis of 


*From the Department of Radiology of the Detroit Osteopathic 
Hospital, Detroit, Michigan. 
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coin lesions and a critical evaluation of the variable 
densities within the lesion itself. This has not been 
entirely satisfactory because these lesions do not pre- 
sent a characteristic appearance and do not assume 
stable locations within the lung field. 

The term “coin lesion” has been defined as a soli- 
tary lung nodule measuring 6 cm. or less in diameter 
and completely surrounded by normal tissue.? How- 
ever, the largest mass reported by Good, Hood, and 
McDonald* measured 14 cm. in its greatest diameter 
and proved to be a bronchogenic carcinoma. The small- 
est mass was 1 cm. in diameter and proved to be a 
granuloma. The average size of malignant lesions was 
4.5 cm. in diameter, and the average benign lesion 
measured approximately 3.3 cm. 

As to location, these investigators* found the vari- 
ous masses scattered throughout both lung fields with- 
out predilection for any particular lobe. As to shape, 
the masses varied from those which seemed perfectly 
spherical to those which were markedly lobulated. 
It was noted, however, that the masses resulting from 
bronchogenic carcinoma tended to be less regular in 
shape than those resulting from other lesions. The 
borders were found to be less well defined in coin 
lesions which were caused by malignancy and often 
showed evidence of serrated irregular margins, many 
times with varying degrees of umbilication. Granulo- 
matous lesions appeared more sharply delineated and 
had a tendency toward concise margination. 


These lesions may range from a very faint shadow 
to a rather homogeneous and opaque density. In this 
respect, again there are no features which distinguish 
malignancy from benignancy. In a large series of 
cases collected by many thoracic surgeons,’ it was gen- 
erally felt that the presence of calcification within the 
lesion, whether it was of stippled, laminated, or ho- 
mogeneous character, showed a tendency toward be- 
nignancy over malignancy. In the Mayo Clinic series* 
there was no case of malignancy in which evidence of 


calcification was found. The vast majority of lesions 
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showing calcifications were due either to hamartoma 
or to calcified tuberculomas. 


In our experience, demonstration of calcification 
within a lesion is a very difficult task at times. We feel 
that body section radiography is an indispensable ad- 
junct to conventional chest radiographs when render- 
ing an opinion as to the presence or absence of 
calcification within a lesion. We also have felt that 
umbilication and serrated margins of a coin-shaped 
lesion, as well as any varying radiolucent densities 
within the central portion of the lesion which simulate 
cavitation, strongly indicate the presence of malig- 
nancy. We have made such findings in 2 cases re- 
cently; malignancy was suspected following plano- 
graphic examination and was proved in both. 

In our experience malignant lesions are more apt 
to cause symptoms and therefore are more apt to 
bring the patient to the physician, while benign lesions 
frequently await accidental detection. In the Mayo 
Clinic series,* 52 per cent of the patients had no symp- 
toms referable to their pulmonary disease. The cardi- 
nal signs of neoplasm of the lung as generally recog- 
nized clinically (pain, cough, wheezing, hemoptysis, 
et cetera) were not constant findings in benign coin 
lesions of the chest as contrasted with relatively per- 
sistent manifestations in malignant coin lesions. This 
variation may readily be explained by the fact that the 
lesions are usually peripherally located at a point where 
they seldom produce bronchial obstruction or atelecta- 
sis. By virtue of their location away from the centers 
of maximum intrabronchial tension, they show a very 
low incidence of tendency toward bleeding or obstruc- 
tive pneumonitis. 


Incidence of malignancy 


Asymptomatic small solitary circumscribed pul- 
monary lesions are encountered rather frequently since 
the practice of routine chest radiography has been 
adopted. These coin lesions are becoming of increasing 
importance because of their potential for malignancy. 

Grow, Bradford, and Mahan,* in evaluating a 
series of 86 circumscribed undiagnosed lesions, found 
23 per cent to be malignant and 49 per cent to be 
granulomas. Abeles and Ehrlich® explored 21 lesions, 
33 per cent of which were found to be malignant and 
20 per cent to be tuberculomas. Watson’ reported that 
49 per cent of 104. silent intrathoracic tumors were 
malignant. Overholt® conducted exploratory operations 
on 145 patients with this abnormality and found that 
24 per cent had malignant tumors. Harrington® of 
Mayo Clinic reviewed a series of 52 cases of asympto- 
matic intrathoracic lesions in which he carried out 
exploration and reported that 23 per cent had malig- 
nant growths. Hood and his associates’? studied 158 
consecutive cases of solitary circumscribed lesions 
which were totally removed surgically. Of these lesions, 
35.5 per cent were malignant—1l6.5 per cent of the 
total series being primary bronchogenic carcinoma, 
11.4 per cent being metastatic lesions, and 7.6 per cent 
bronchial adenomas. Granulomas constituted 41.8 per 
cent of the entire group. Davis and Klepser™ reported 
55 per cent of all the coin lesions encountered at oper- 
ation to be malignant. O’Brien, Tuttle, and Ferkaney” 
reported that the proportion of circumscribed undiag- 
nosed densities of the lung that represent malignant 
lesions in this group is variously given as from 20 to 
55 per cent, and that the vast majority of nonmalig- 
nant lesions are tuberculomas. 

In a series of 1,355 patients undergoing explora- 
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tory uperations at the Mayo Clinic, reported by Goode, 
Hood and McDonald,’ the sex incidence of the series 
showed a preponderance of males to females in a ratio 
of 4 to 1 in the malignant group. Sex appears to be 
about equally distributed in the group of patients with 
granulomas, adenomas, and metastases. For the most 
part, the patients in this series were in the cancer-age 
group. Only 22 were younger than 30 years of age, 
and patients with bronchogenic carcinoma tended to 
be older than those with the other lesions. Therefore 
the likelihood that the lesion was malignant increased 
with the age of the patient. 


Differentiation 


O’Brien, Tuttle, and Ferkaney’® point out that 
these coin lesions will invariably fall into four main 
categories: (1) malignant or benign tumor, (2) tu- 
berculomas, (3) chronic indolent abscesses, and (4) 
metastatic tumors. 

Many factors are responsible for the difficulty 
in establishing the cause of most of these circum- 
scribed lesions. As previously stated, most of these 
lesions are peripherally placed beyond the limits of 
bronchoscopic visualization. In the case of tubercu- 
lomas, smears of sputum seldom demonstrate the or- 
ganism, and cultures of sputum and gastric contents 
tested for tuberculous bacilli do not often give positive 
results. Malignant cells can be demonstrated in the 
sputum of only about 10 or 15 per cent of the cases 
of peripherally placed cancerous lesions, thus limiting 
the value of cytologic examination."* Skin sensitivity 
test for various pathogens is of limited value as has 
been seen clinically. Therefore laboratory procedure 
is of very little value in establishing or excluding the 
possibility of tumor in coin lesions. 

The superimpositions of radiographic shadows of 
lesions not actually within the lungs may resemble 
those of intrapulmonary masses and unless every one 
of these lesions is localized, embarrassing errors in 
diagnosis will result. Lesions of the skin, such as 
tumors or moles, not uncommonly cast shadows that 
resemble nodules in the lung, and a unilateral nipple 
shadow may produce a confusing question. Tumors 
of the thoracic wall such as osteochondromas of the 
ribs or intercostal neurofibromas have been interpreted 
as being intrapulmonary. It is therefore necessary in 
all cases to secure stereoscopic roentgenograms taken 
in the posteroanterior projection, plus those made in 
the lateral projection, supplemented by planography 
and detailed fluoroscopy. Certain pleural lesions, such 
as encapsulated fluid or empyema, fibrous mesotheli- 
oma, and pleural plaques, may simulate lesions of the 
parenchyma of the lung, particularly when they occur 
in the interlobar pleura. Some of the peripheral lesions 
resulting from benign tumors such as bronchogenic 
cysts or hamartomas present a great deal of difficulty 
for the roentgenologist in their evaluation. Unfortu- 
nately, accurate identification of hamartomas is almost 
never possible until they are removed ; they are difficult 
to distinguish from calcifying granulomas."* 


Management 


Accumulated experience has shown that pulmo- 
nary tuberculomas, which most of these lesions prove 
to be, are best treated by resection; evidence indicates 
that the presence of such masses warrants removal in 
cases that have been adequately surveyed. This is par- 
ticularly so since the advances made in anesthesia and 
the employment of selective surgical resection technics, 
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which in experienced hands result in a morbidity and 
mortality figure no greater than encountered in re- 
moval of a simple lesion of the breast for biopsy pur- 
poses.? On the other hand, there is a school of thinking 
among thoracic surgeons that all lesions should be 
promptly resected providing the condition of the 
patient permits, because of the formidable danger of 
their malignancy.’"*> Other authorities in this field 
propose that calcified lesions be kept under very strict 
surveillance and if there is any change in the size of 
the lesion, a prompt resection should then be carried 
out."® We have found in reviewing the literature that 
the majority of invéstigators favor prompt resection 
upon recognition of the lesion. 

There seems to be a great deal of controversy 
among surgeons concerning management of a case 
of coin lesion showing evidence of calcification. Fink’ 
states that in his experience the presence of calcium 
within the lesion denotes benignancy, while in the 
absence of calcium there is a strong potentiality of 
malignancy. He doubts that the calcified lesion should 
be subjected to surgical resection without observation 
over some time to determine whether the lesion shows 
any growth characteristics. However, O’Brien, Tuttle, 
and Ferkaney™ advise that any lesion recognized 
should not be observed over a length of time to deter- 
mine whether the lesion has increased in size or in an 
effort to classify it as possibly of tumor nature, but 
urgently advise that these lesions be immediately re- 
moved for biopsy purposes. They argue that a very 
small malignant coin lesion is apt to metastasize in a 
relatively short time. 

When compared with other types of carcinoma of 
the lungs, adenomas of the bronchus are relatively 
benign and definitely a distinct entity. Nevertheless, 
between 5 and 10 per cent of them will metastasize.’* 
Therefore all of them are a menace and must be re- 
moved when found. 


The problem of solitary metastatic growths in the 
lung raises an interesting and important question. As 
previously mentioned, it is practically impossible to 
differentiate between a primary and a secondary lesion 
when dealing with solitary nodules. In many cases the 
pathologists may not be able to tell, even after examin- 
ing the surgical specimen, whether growth is primary 
at the site of visualization or metastatic from a re- 
motely located primary tumor. It is of great advantage 
to the radiologist to be apprised of whether or not a 
patient is suffering from an extrapulmonary neoplastic 
lesion when he is attempting to evaluate a solitary 
nodule. 

A word of caution must be given regarding the 
potential dangers of a coin lesion which is a tubercu- 
lous granuloma. Most clinicians feel that a granuloma 
is a potentially dangerous lesion from the standpoint 
of possible ulceration and dissemination of the disease. 
If ulceration occurs and a bronchogenic connection is 
established between the ulcerating granuloma and the 
bronchus, dissemination of a disintegrating granuloma 
may well occur with resulting bronchogenic spread 
and disseminated pulmonary tuberculosis. Therefore 
in a case of granuloma regarded as being a tubercu- 
loma, a complacent attitude should not be assumed 
that it is an innocuous lesion with which indeterminate 
procrastination can be practiced. 

Also, in the consideration of pulmonary tubercu- 
losis, the so-called calcified lesions of the lung should 
not be confused with the simple Ghon complex which 
is so familiar in routine examination of the pulmonary 
structures. The Ghon complex as a rule is located 
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in the peripheral portion of the lung, is frequently 
associated with hilar and perihilar calcification, and 
represents a compact, heavily calcified nodule usually 
not exceeding 2 cm. in diameter, the margins of which 
usually are mildly irregular. This situation is to be 
contrasted with the calcification occurring in hamar- 
toma or tuberculoma; in the latter instance, the calci- 
fication is usually of reticular or laminated configura- 
tion and does not present the homogeneous calcified 
density seen in the Ghon complex. The average atti- 
tude is that this lesion represents an arrested fibro- 
calcareous segmental tuberculosis. The only justifiable 
attitude is that this lesion should be kept under sur- 
veillance and observed from the standpoint of any 
changes which might suggest the possibility of rein- 
fectious tuberculosis. 


Summary and conclusions 


1. Solitary circumscribed lesions of the lung are 
significant because of the frequency of their malig- 
nancy and their potential danger when granulomatous. 

2. In the majority of cases, the diagnostic limita- 
tions are sufficient to prevent diagnosis except after 
surgical removal. 

3. The results of specific skin tests are of limited 
diagnostic value and are never conclusive in themselves. 

4. The presence of a known extrapulmonary ma- 
lignant lesion is not incontestable proof that an intra- 
pulmonary nodule in the same patient is metastatic. 

5. Intrapulmonary nodules not containing calcium 
should be promptly resected for biopsy purposes. 

6. Most intrapulmonary nodules containing cal- 
cium may be observed for any possibility of alteration 
in texture and size and presumed to be either granu- 
lomatous or hamartomous. If there is any significant 
increase in size, the lesion should be promptly resected. 

7. We believe that it is the responsibility of the 
radiologist to urge surgical consultation of all patients 
with solitary uncalcified masses, from the standpoint 
of possible resection. 
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With great expectations... 


and on the gO For the modern pregnant 


woman, just 1 to 3 small, easy- 
to-swallow capsules daily— 
according to her individual 
need—provide generous 
amounts of iron, calcium and 
vitamins to help her meet the 
stress of pregnancy. And 
they’re economical, too—in 
bottles of 100. 


Natalins-PF° 


prenatal phosphorus-free 


vitamin-mincral capsules, Mead Johnson 


phosphorus-free...generous calcium For some patients, you may 
prefer to prescribe Natalins? 
which contain both calcium 
and phosphorus. 
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EFFECTIVE 


PHOSPHOSSODA (Ficci)... 
gentle, prompt, thorough and a 


laxative of choice for over 60 years. 


Taken on an Empty Stomach... 
at least 30 minutes before any meal, 
but preferably before breakfast. 


Amply Diluted with Water... 
Mix required dose with one half glass 
of cold water, follow with additional water. 


SUGGESTED DOSAGE As a mild eliminant, two 
teaspoonfuls before a meal. For more pronounced 
hydragogue action, four teaspoonfuls before breakfast. 


Children: Ten years or older, one half the adult dose; 
five to ten years, one quarter the adult dose. 
Phospho-Soda (Fleet) is a solution containing 

per 100 cc., Sodium Biphosphate 48 Gm. and Sodium 
Phosphate-18 Gm. 


In preparing for colonic surgery, preoperative adminis- 
tration of neomycin plus cleansing with Phospho-Soda 
(Fleet) suppresses intestinal bacteria. 

(1) Davis, J.H. et al., Surgery, 35:434, 1954 


— SODA 


(Fleet) 


C. B. Fleet Co., Inc., Lynchburg, Virginia 
Makers of the Fleet © Enema Disposable Unit. 


Vor. 56, Aucust 1957 


| 10r 4 
. 
"2 
| 
ee 
of 


38 


KNOX pRroTEIN PREVIEWS 


Knox “Food Exchange” Diet Enlists the Cooperation 
of Your DIABETIC Patients for Dietotherapy 


1. This Knox booklet is based on nutritionally-tested Food 
Exchanges! and demonstrates that variety is possible for 
diabetic diets. 

2. The easy-to-understand Food Exchanges simplify dietary 
control for the diabetic by eliminating calorie counting. 
3. Diets promote accurate adjustment of caloric levels to 
the special needs of the patient, yet allow each individual 
considerable latitude in the choice of foods. 

4. Each booklet presents in addition 16 pages of appetizing, 
kitchen-tested recipes. 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronie Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 


Chas. B. Knox Gelatine Co., Inc. 
Professional Service Dept. JO-32 
Johnstown, N. Y. 


Please send me ....... dozen copies 
of the Knox diabetic brochure describ- 
ing the useof Food Exchange Lists. 


Your Name and Address. 
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THE PRESCRIPTION FOR 


PSORIASIS 


Thousands of physicians all over the U.S.A. 
are prescribing RIASOL for psoriasis. Their own 
clinical experience has convinced them that RIA- 
SOL offers great promise of therapeutic success 
in a very stubborn disease. 


— Using Riasol 


Clinical observations have shown that in most 
cases of psoriasis RIASOL brings about rapid fad- 
ing of the scaly patches with eventual clearing of 
the skin. The incidence of recurrence has also 
been reduced by continuing local treatment after 
the lesions have disappeared. 


RIASOL* contains 0.45% mercury chemi- 
cally combined with soaps, 0.5% phenol and 
0.75% cresol in a washable, non-staining, odorless 
vehicle. 


Apply daily after a mild soap bath and thor- 
ough drying. A thin, invisible, economical film 
suffices. No bandages necessary. After one week, 
adjust to patient’s progress. 


RIASOL is ethically promoted. Supplied in 
4 and 8 fid. oz. bottles, at pharmacies or direct. 


*T. M. Reg. U. S. Pat. Off. 


“After Using Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous clinical package 
of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-857 12850 Mansfield Avenue Detroit 27, Michigan 


RIASOL for PSORIASIS 
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The 


Vacant 


TRADEMARK 


INFECTIVE ANTIDIARRHEAL 


... effective against both specific and nonspecific diarrheas 
.-. palatable oral suspension . . . well tolerated 


FORMULA: 
Sulfaguanidine 


Opium tincture 0.08 cc. 
(equivalent to 2cc.poregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoonfuls from 4 to 6 times daily, 
or 1 or 2 teaspoonfuls after each loose bowel movement; reduce 
dosage as diarrhea subsides. 

Children: 12 teaspoonful (—2.5 cc.) per 15 lb. of body weight 
every 4 hours day and night until 5 stools daily, then every 
8 hours for 3 days. 


Bottles of 16 fl. oz. 
EXEMPT NARCOTIC. AVAILABLE ON PRESCRIPTION ONLY. 
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FoR att common Forms of DIARRHEA 


renosem 


SALICYLATE* 


(Brand of carbazochrome salicylate) 


The reports of numerous investigators have established the effectiveness of 
Adrenosem Salicylate in the control of bleeding. It has been used prophylactically 
and therapeutically in virtually every operative procedure. Following are some of the 
procedures and conditions where its usefulness has been demonstrated: 


Tonsillectomy, adenoidectomy and nasopharynx surgery ALSO: 

Prostatic, bladder and transurethral surgery ng 
Excessive postpartum bleeding and uterine bleeding ee 
Thoracic 
Plastic surgery Pulmonary bleeding 
Gastrointestinal bleeding 


*U.S. Pat. 2581850; 2506294 


E. MASSENGILL 


Bristol, Tennessee 


York Kansas City San Francisco. 
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drenosem’ 


One of the many uses of 
SALICYLATE 


Adrenosem Salicylate is useful in every operative proce- 
dure where bleeding and oozing are problems. This hemostatic 
agent controls blood loss by maintaining normal capillary 
permeability and by promoting the retraction of severed 
capillary ends. ; 

One clinician states: ““At the recommended dosage levels 

° there are no contraindications. Patients treated for more than 
two years show no toxic effects attributable to the drug.’” 


Adrenosem Salicylate is supplied in 


1. Riddle, A.C., Jr.: Adrenosem Ampuls 
Salicylate: A Systemic Hemostat, Tablets 
Oral Surg., Oral Med., Oral Path. 

6:617 (June, 1965). and as a Syrup 


Vaginal hysterectomy. 


Vaginal hysterectomy. 
With Adrenosem. Note dry field. 


Without Adrenosem. Note bloody field. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


select the level of vitamin protection each infant needs 


the Vi-Sol Vitamin Family 


Dropper dosage 


Tri-Vi-Sol® Poly-Vi-Sol’ | Deca-Vi-Sol’ 


6 


essential vitamins 


10 | 


significant vitamins 


basic vitamins 


MEAD JOHNSON MEAD JOHNSON 


MEAD JOHNSON 


With the new improved taste of Poly-Vi-Sol and Deca-Vi-Sol, 
now all three have the “best-taste-yet.” In Deca-Vi-Sol special 
process assures stable By» in solution with C. 


Pleasant fruit-like flavor - hypoallergenic « stable 
¢ require no refrigeration 


} 


DF378. unbreakable plastic ‘safti-dropper’ 
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New mothers sometimes think pre- 
paring an evaporated milk formula 
is more complicated than proprie- 
tary formulas. 

Actually, since sterilization is the 
same, the only difference is that the 
mother adds the carbohydrate... 
the specific type and amount pre- 
scribed by the. physician. 

This gives the infant the advan- 
tages of his own evaporated milk 
prescription formula, readily ad- 


justable to changing nutritional 
needs — a flexibility not possible 
with proprietary formulas. 
The mother who knows this will 
not consider adding the carbohy- 
drate any “trouble” at all! 


Optimum prescription- | | 
quality in today’s trend to Mi LK. 
the individualized formula. a 
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“FROM CONTENTED COWS” 


hift 


to any operative position <a without visual attention 


just touch the fingertip 


Any conventional or extreme 
position is obtained quickly with the 
head-end controls of... 
SHAMPAINE S-1502 MAJOR OPERATING TABLE 


Write on your letterhead for brochure today. 


the world’s most complete line of tables . . . operating, chair, obstetrical 


A MODEL FOR EVERY NEED 


1920 SOUTH JEFFERSON «+ ST.LOUIS, MISSOURI 
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standardized calibration 


The reliability of a blood pressure determination 
depends upon the standardized calibration of the 
sphygmomanometer. Similarly, the reliability of 


urine-sugar testing depends upon the standardi- 


zation of the testing method. 


BRAND urine-sugar test 


STANDARDIZED READING: full color calibration...blue-to- 
orange spectrum long familiar to patients and physicians...clear-cut 
color reactions...unvarying, laboratory-controlled color scale. 


STANDARDIZED “PLUS” SYSTEM: established “plus” sys- 
tem...covers entire critical range—does not omit %% (++) and 
1% (+++). 

STANDARDIZED SENSITIVITY: Curnitest is adjusted to 
optimal sensitivity...avoids confusing “trace” reactions. 


CLINITEST is a copper-reduction test—a 15-year standard for urine-sugar 
testing “...which is easier than Benedict’s...and more accurate....”" “The 
simplicity, speed and accuracy of the Clinitest tablet reagent make it a 
desirable procedure for quantitation of urinary sugar.”” 


references: 1. Carne, S.: Brit. M. J. 2:827 (Oct. 6) 1956. 
2. Giordano, A. S.; Pope, J. L., and Hagan, B.: Am. J. M. Technol. 
22:29, 1956. 


\y AMES COMPANY, INC » ELKHART, INDIANA + Ames Company of Canada, Ltd., Toronto 
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"CALLED ME A 

TIDBIT TYCOON! 

Fact! My DOCTOR! 

Told him! 

THREE meals a DAY? 

No TIME! 

Take Thursday--we merge! 

Friday——amortize! 

Next week-—DEPRECIATE! 

Think Proxy Wars 

won in RESTAURANTS? 

Ridiculous, Rumsdale, 


RIDICULOUS! " 


When you finally settle him down, remember that what he’ll probably 


need first... and most... is the essential B-complex. And that’s a 


H Just one Sur-Bex tablet 

good time for a good B-complex pap tier 
@ Thiamine Mononitrate............ 6 mg. 
s Pyridoxine Hydrochloride.......... 1mg. 
Desiccated Liver, N.F.......... 300 mg. 
Brewer’s Yeast, Dried.......... 150 mg. 


As a dietary supplement: 
708221 ABBOTT’S B-COMPLEX TABLETS WITH C 1 of 2 tablets daily. In con- aly 
valescence: 2 or more daily. rot 
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for old-time willains 


PE * MILK COMPANY ARCADE BUILDING ST. LOUIS 1, MISSOURI 


In times past, the long-awaited debut 
of an infant upon life’s stage was some- 
times marred by the entrance of as 
beady-eyed, black-hearted villains as 
ever lurked in shadowy wings. 


They were the digestive disturbances 
which occasionally beset the hungry 
baby for whom artificial feeding was 
prescribed. 


Through the years, medical science 
worked on the problems of digestive 
disturbances in infants. Progress was 
gtadually made, and then in 1929 lead- 
ing clinicians demonstrated that evap- 


PET EVAPORATED MILK... backed by 72 years of 


experience and continuing research 


orated milk offered one of the most 
versatile and satisfactory solutions to 
bottle feeding problems. 


The old-time villains had been outwitted. 


Since then, more than 50 million babies 
have been raised on evaporated milk. 


Today, evaporated milk is still unique 
in its combination of advantages—a 
level of protein sufficient to duplicate 
the growth effect of hum..1 milk... 
flexibility in carbohydrate adjustment 

. easy digestibility . . . dependable 


sterility . . . and minimum cost. 
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but his sesenaath and nerves are losing to the “itters” 


of spasm and irritability. 


BUTIBEL 


—the antispasmodic-sedative providing therapeutic agents with the 


| McNEIL} 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


*Trade-Mark 


same durations of action 


contains, per tablet or 5 cc.: 

BUTISOL SODIUM® Butabarbital Sodium, 10 
mg.—the “‘daytime sedative” with little risk of 
accumulation! or development of tolerance fre- 
quently associated with the long-acting barbi- 
turates such as phenobarbital.? 

natural belladonna, 15 mg.—-more effective 
than the synthetic alkaloids. 

Butibel tablets...elixir 

Prestabs* Butibel R-A (Repeat Action) Tablets 


1. Maynert, E. W. and Losin, L.: J. Pharmacol. & Exper. 
Therap. 115:275-282 (Nov.) 1955. 


2. Butler, T. C. et al.: J. Pharmacol. & Exper. Therap. 111: 


. 425 (Aug.) 1954, 
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In Skeletal Muscle Spasm 


**_ . . Disipal is an orally effective and safe 
antispasmodic drug. Results are prompt, 
and gratifying to the patient. The number of 
office visits . . . is reduced significantly. The 
dosage schedule is simple, and side actions 
are minimal. . ” 


Finch, J.W.: Clinical Trial of Orphena- 
drine (Disipal) in Skeletal Muscle Dis- 


orders. To 


ADVANTAGES 


Speedy relief of muscle spasm 

Orally effective 

Relatively long-acting 

Minimal side actions 

Mildly euphoric 

Nonsoporific 

Tolerance no problem 

No known organic contra- 
indications 

Economical 


INDICATIONS 


Parkinsonism 


Muscle spasm due to 
Sprains 
Strains 
Herniated interver- 
tebral disc 
Fibrositis 
Low back pain 
Whiplash injuries 
Noninflammatory rheumatic 
and arthritic states 
Torticollis 


*Trademark of Brocades-Stheeman & Pharmacia, 
U.S. Patent No. 2,567,351. Other patents pending. 


be published. 


In Parkinsonism 


“Tn a series of 176 patients . . .a valuable 
adjunct to therapy . . . a highly selective 
action . . . that cannot be duplicated by 
any other current remedy . . . effective 
as a euphoriant . . . and as an energizing 
agent against weakness, fatigue, ady- 
namia, and akinesia . . . potent action 
against sialorrhea, diaphoresis, oculo- 
gyria, and blepharospasm . . . also lessens 
rigidity and tremor .. . harmless . . . 
minimal side-reactions . . . safe . . . even 
in cases complicated by glaucoma.” 
Doshay, L.J., and Constable, K.: Treatment of Paralysis Agitans 


with Orphenadrine (Disipal) Hydrochloride: Results in One 
Hundred Seventy-Six Cases, J.A.M.A, 163:1352 (Apr. 13) 1957. 


Dosage: 1 tablet (50 mg.) t.id. In Park- (pp 
insonism, when used in combination with 
other drugs, smaller dosage may suffice. eden 
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Pat. No. 2.724.720 


meprobamate 


; 


24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will 1 be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


A new sense of freedom restores the “cardiac cripple” 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 


Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


» 
‘ 


NEW 


Spansule' 


capsul es 


combine the advantages of a superior antiemetic and a 


one oral dose provides 


10-12 hour 
antiemetic protection 


unique sustained release dosage form 


for prompt and prolonged control 
of the nausea and vomiting 


caused by — 


pregnancy 

viral gastroenteritis 
terminal cancer 
duodenal ulcer 
postoperative conditions 
radiation therapy 
nitrogen mustards 
migraine headaches 
tension headaches 
meningeal inflammation 
psychogenic factors 
Available: 10 mg. and 15 mg. bend 
‘Compazine’ Spansule capsules re) 


Smith, Kline & French 
Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, 
S.K.F. 
{T.M. Reg. U.S. Pat. Off. for sustained releas 


capsules, S.K.F. 
Patent Applied For 


a 
4 C 
3 
t 
3. 
| 
| 
| 


extra protection 
for every conception 


Hesper-C Prenatal 


with capillary-protective factors 


a precaution in normal pregnancy 
a necessity 0 habitual abortion" 


The problem of spontaneous abortion is not limited to habitual aborters. It is esti- 
mated that 10% to 20% of all pregnancies end in spontaneous abortion. Studies by 
Greenblatt,!* Javert*> and Dill? have revealed that integrity of the decidual vessels 
is a key to successful completion of pregnancy . ..and confirm that hesperidin com- 
plex and ascorbic acid, provided by Hesper-C Prenatal, restore and maintain capillary 
integrity.®7 
In several groups of habitual aborters, these researchers effected substantial fetal 
salvage —as high as 95% in one series*—when Hesper-C (hesperidin complex and 
ascorbic acid) was added to a regimen of prenatal supplementation and therapy. 
Only Hesper-C Prenatal gives your patients the extra protection of 
hesperidin complex and ascorbic acid, plus the established prenatal 
vitamin-mineral supplementation, at a nominal increase in daily cost. 


Hesper-C Prenatal is the only complete supplement for all your pregnant patients. 


100mg. Pyridoxine Hydrochloride ............... 1.67 mg. 
Vitamin A Acetate ............... 1000 U.S.P.units Calcium Pantothenate ................... 1.0 mg. 
200 U.S.P.units Ferrous Glucenate (2.5 mg. iron) ......... 21.6 mg. 
Mononitrate 1.25mg. Calcium Carbonate (83.3 mg. calcium) .. . .208.25 mg. 
0.75 mg. Copper Sulfate (0.5 mg. copper) ........... 2.0 mg. 
5.0 mg. Potassium Iodide (0.05 mg. iodine) ....... 0.065 mg. 


In bottles of 100 and 500 capsules. 


Recommended daily dose: Two capsules t.i.d. 

Providing the daily requirements or more of vitamins and iron during pregnancy as recommended 
by the National Research Council. 

References: 1. Greenblatt, R. B.: Obst. & Gynec. 2:530, 1953. 2. Dill, L. V.: M. Ann. District of Columbia 23:667, 1954. 3. 
Greenblatt, R. B.: Ann. New York Acad. Sc. 61:713, 1955. 4. Javert, C. T.: Obst. & Gynec. 3:420, 1954. 5. Javert, C. T.: 


Ann. New York Acad. Sc. 61:700, 1955. 6. Barishaw, S. B.: Exp. Med. & Surg. 7:358, 1949. 7. Selsman, G. J. V., and 
Horoschak, S.: Am. J. Digest. Dis. 17:92, 1950. 


Proics EY THE NATIONAL DRUG COMPANY 
} a Philadelphia 44, Pa. 
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clinically proved in alcoholism 


brand of DISULFIRAM (tetrasthylthiuram: disulfide) 


Feldman reports; 
“... ‘Antabuse’ therapy constitutes a major 
advance in treatment.”* 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 
*Feldman, D. J.: Ann. Int. Med. 44:78 (Jan.) 1956. 


«+a “chemical fence” for the alcoholic 


A brochure giving full details of therapy will be sent to physicians upon . 
request. 


“ANTABUSE” is supplied in 0,5 Gm. tablets (scored) , bottles of 50 and 1,000. 


(> Averst Lasoratorigs + New York, ¥. * Montreal, Canada 
5654 
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DEAR DOCTOR: 


Here’s why 


no other kind of laxative 
is gentler, yet so fast acting 


SAL HEPATICA® is gentle 


It creates a gentle moist bulk, drawing water 
into the intestine by osmotic action, thus 
exerting a soft, gentle pressure initiating the 
proper intestinal response—the very mech- 
anism which produces normal elimination. 


It contains no harsh chemical irritants to 
stimulate intestinal overactivity—the condi- 
tion that often causes griping and cramping. 


SAL HEPATICA is fast acting 


Sau HEPATICA gives prompt relief from con- 
stipation. When taken one-half hour before 
breakfast, your patients will get relief usu- 
ally within the hour. 


Or when taken one-half hour before supper, 
it will provide relief by bedtime. It will not 
interfere with work or sleep. 


Sau Hepatica, because it is antacid, helps 
relieve the hyperacidity which so frequently 
accompanies constipation—and its antacid 
action speeds it into the intestine. 


+7 


Sal 
Hepatica 


A GENTLE, SPEEDY 
Antacid Laxative 


EFFERVESCENT SALINE 


SRISTOL.MYERS co. 
NEW YORK. N.Y, 


mame 


SAL HEPATICA has a sound pharmacologic basis. 
It is both effervescent and antacid. 


“The emptying time of the stomach is actually shortened by 
reducing the gastric acidity. 
“Effervescent mixtures decrease the emptying time of the 
stomach.’ 

1. The Physiological Basis of Medical Practice. 1945, p. 486. 

2. New England J. Med. 235:80 (July 18) 1946. 


71 


Bristol-Myers Co. + 19 West 50 Street « New York 20, N. Y. 
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TRADE MARK 


THE ,DIAPHRAGM 
WITH THE 


cONTOURING 


SPRING (ARCING TYPE) 


SIX REASONS WHY 
PHYSICIANS ARE RECOMMENDING & 0%0- lon. 


TRADE MARK 


1. Expressly designed to assure your patient ease of insertion and auto- 
_ matic placement. | 
2. Conserves physician's time by reducing fitting and instruction period. 
3. Patients learn readily and develop greater confidence because of the ease | 

with which they learn to place and use the diaphragm. 

4. Affords patient protection by locking in spermicidal lubricant and 

delivering it directly under and next to the os uteri. 

5. Folds behind pubic bone with suction-like action forming an 

effective barrier. 

6. Simple to remove. 


When compressed, diaphragm forms into semi-curve or half-moon shape 
(Fig. 1) permitting it to pass easily along floor of the vagina beyond cervix 
(Fig. 2) without any difficulty. No mechanical inserter or introducer requir- 
ed (see Fig. 2) since the KORO-FLEX will not buckle or butterfly in form. 


KORO-FLEX (contouring) Diaphragm acceptable, not only where ordi- 
nary coilspring diaphragms are indicated but for Flat rim (Mensinga) 
type as well. 


som May be used in cases of mild 
prolapse, cystocele or rectocele, 


Suggest the convenient-economical 
KORO-FLEX COMPACT 60-95 mm 


Sanitary plastic bag with zipper 

closure. Diaphragm, tube KOROMEX 

Jelly (3 oz.) Cream (1 oz. trial size). 

Available in all prescription pharma- 

[— cies. Write for descriptive literature. 
FIG. 3 


Holland-Rantos Co., Inc. Manufacturers of KOROMEX Products, New York 13, N. Y. 
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NATURAL... 


ATIVE 


( not a chemical Tranquilizer ) 


OUT OF THE LABORATORIES 


VM No. 33 


* BALDRIAN 


Biologically Standardized 
Valerian Units 


The tension-relieving prop- 
erties of *BALDRIAN long 
have been noted by re- 
searchers around the world. 
Their problem: How to over- 
come variations in different 
batches, and establish a defi- 
nite performance-standard. 

Vitaminerals’ scientific 
team has now developed a 
technique that biologically 
standardizes *BALDRIAN as 
to potency and effect. 

VM No. 33 is the safe, nat- 
ural calmative —with biolog- 
ically standardized * BALD- 
RIAN. Recommended in un- 
complicated anxiety states, 
tensions, sleeplessness and 
hypochondriasis. 


BOTTLE OF 100 TABLETS..$4.00 


Complete data from your 
Vitaminerals Distributor or 
write VitamineralsInc., 
Glendale 1, California. 


Voi. 56, AuGust 1957 


OF VITAMINERALS 


© No Contraindications 
¢ No Harmful Side Effects 
A Mild Relaxant 


PRIOR PRODUCT TESTING 


INTENSIVE RESEARCH: Investigations by 
Vitaminerals’ Research Department, including 
translations of reports of and correspondence 
with foreign scientists, have taken 

advantage of work with *BALDRIAN on 

an international scale. 


RIGID LABORATORY TESTS: Precise, controlled 
work with laboratory animals next resulted in 
biological standardization of *BALDRIAN. 


CLINICAL TRIAL: Once standardized in the 
laboratory, actual clinical tests by a qualified 
specialist established the effectiveness 

of Vitaminerals’ *BALDRIAN in cases of 
uncomplicated anxiety neuroses. 


*Vitaminerals Brand of Standardized Valerian 


GLENDALE 


CALIFORNIA 
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Each Pulvule ‘Co-Pyronil’ 
provides: 


*Pyronil’ 15 mg. 
(Pyrrobutamine, Lilly) 
‘Histadyl’ 25 mg. 
(Thenylpyramine, Lilly) 

*Clopane 
Hydrochloride’ 12.5 mg. 
(Cyclopentamine 


Hydrochloride, Lilly) 


LILLY AND COMPANY 


a way of escape 
from allergic effects of pollen 


CO-PYRONIL 


—with minimal side-effects 


This is the season when we all yearn for escape from every- 
day life, to “commune with nature.”’ But, to the one allergic 
to pollen, this craving is usually easier to endure than the 
penalty of exposure to pollen. 

Such a patient is grateful for the relief and protection 
provided by ‘Co-Pyronil.’ Frequently, only two or three 
pulvules daily afford maximal beneficial effects. 

‘Co-Pyronil’ combines the complementary actions of a 
rapid-acting antihistaminic, a long-acting antihistaminic, 
and a sympathomimetic. 


INDIANAPOLIS 6, 


INDIANA, U.S.A. 


758021 
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Conventions and 


meetings 
Announcements 


American Osteopathic Associa- 
tion, Sixty-Second Annual Con- 
vention, Sheraton-Park and Shore- 
ham Hotels, Washington, D.C., 
July 14-18. Program Chairman, 
Richard O. Brennan, 1115 W. 
Alabama St., Houston 6, Tex. 


American College of General Practition- 
ers in Osteopathic Medicine and Sur- 
gery, midyear clinical conference, 
November 8-10 Sheraton-Cadillac Ho- 
tel, Detroit. Program Chariman, W. 
Clemens Andreen, 1475 Ford Ave., 
Wyandotte, Mich. Secretary, Alfred J. 
Schramm, 5880 San Vicente Blvd., Los 
Angeles. 


American College of Osteopathic In- 
ternists, annual meeting, Hotel del Cor- 
onado, Coronado, Calif., September 26- 
28. Program Chairman, Delmar Daniel, 
400 N. Glenoaks Blvd., Burbank, Calif. 
Secretary, Glennard E. Lahrson, 460 
Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Sur- 
geons, annual meeting, Sheraton-Jeffer- 
son Hotel, St. Louis, October 27-31. 
Program Chairman, Don E. Ranney, 
793 N. Renaud, Grosse Pointe Woods 
36, Mich. Executive Assistant, Mrs. E. 
F. Martin, Box 474, Coral Gables 34, 
Fila. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 27- 
31. Secretary, J. Paul Leonard, 2673 
W. Grand Blvd., Detroit 8. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 27- 
31. Program Chairman, Lawrence 
Everett Giffen, 209 Monroe St., Jeffer- 
son City, Mo. Secretary, Crawford M. 
Esterline, Box 155, Kirksville, Mo. 


American Osteopathic College of Radi- 
ology, annual meeting, Sheraton-Jeffer- 
son Hotel, St. Louis, October 27-31. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 118 S. Wil- 
liam St., South Bend 2, Ind. 


American Osteopathic Hospital Associa- 
tion, annual meeting, Sheraton-Jeffer- 
son Hotel, St. Louis, October 26-30. 
Program Chairman, Mr. Heber Grant, 
466 E. Olive Ave. Burbank, Calif. 
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WHILE YOU 


WERE OUT 


TEASE CALL HIM 


IME: 9:10 


T 
TO: pr. Norton — 


3k CaALMITOL® is the non-sensitizing antipruritic ointment supplied in 1/4-0z. tubes and 
1-Ib. jars, and (liquid) 2-0z. bottles by THos. LEEMING & Co., INc., New York 17. 


Executive Secretary, Mr. R. P. Chap- 
man, 604 Kahl Bldg., 326 W. Third 
St., Davenport, Iowa. 


British Osteopathic Association, annual 
meeting, London, October 11. Program 
Chairman, R. Murray Laing, 5, Eaton 
House, 39-40, Upper Grosvenor St., 
W. 1, London. Secretary, Thurston 
True, Andrew Still House, 24-25 Dor- 
set Sq., London, N.W. 1. 


Colorado, Rocky Mountain Osteopathic 
Conference, Broadmoor Hotel, Colo- 
rado Springs, November 15-17. Secre- 
tary, C. Robert Starks, 1459 Ogden St., 
Denver. 


Florida, annual meeting, Hotel George 
Washington, Jacksonville, September 


30-October 2. Program Chairman, Louis 
J. Larmoyeux, 124 E. Ashley St., Jack- 
sonville 2. Secretary, Dominic Raffa, 
5009 Central Ave., Tampa 3. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, October 16-17. Program 
Chairman, Paul E. Dunbar, 2505 Cher- 
okee Highlands, Paducah. Secretary, 
Martha Garnett, 2829 Brownsboro 
Road, Louisville 6. 


Louisiana, annual meeting, Buena Vista 
Hotel, Biloxi, Miss., October 24-26. 
Program Chariman, Melbert R. Hig- 
gins, Box 286, S.L.I., Lafayette. Secre- 
tary, V. L. Wharton, 406-407 Weber 
Bldg., Lake Charles. 


Massachusetts, annual meeting, Somerset 
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The Stryker Electro Surgical Unit is becoming standard hospital equipment to ac- 
commodate the increasing use of attachable surgical instruments. 


The speed and power of the enclosed motor is controlled by the new explosicn 
proof foot switch. The motor may be suspended from an IV stand or from the 
standard shown below. Each interchangeable instrument is light, sensitive and 
powered thru a single flexible cable. This variety of tools at the surgeon's finger 

tips allows versatility and adds artistry to his 
surgical skill. 


Complete unit fits conveniently in a single 
foam rubber lined carrying case. 


maintenance costs. 


ROLO-DERMATOME 


The improved Stryker Rolo-Derma- 
tome is simple to adjust... always 
ready. Disposable blades are quickly 
changed after each use, Convenient 
to operate with or without Stryker 
Skin Tape. Few moving parts reduce 


Write today—for additional 
information on the Rolo- 
Dermatome or any other 
Stryker equipment. 


Rotary Handpiece 
$75.00 


| 


Sagital Plane Saw 


The Bone Drill Handpiece Operates each of these tools: 


Automatic ( 
Screw Driver 
$24.50 
Bone Drill Head 
‘ $110.00 


Color-Guide Drill 
$28.00 


SURGICAL AND HOSPITAL EQUIPMENT 


Distributed in Canada by: Fisher £ Burpe, Ltd., Winnipeg Exclusive Agent for Export: Schueler & Co., 75 Cliff St., N. Y. 


Color-Guide 
Screw Case 
$25.00 
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Jacobs ‘Chuck 
$15.00 


Hotel, Boston, January 18-19, 1958. 
Secretary, Robert R. Brown, 64 Tra- 
pelo Rd., Belmont 78. 


Michigan, annual meeting, Pantlind Ho- 
tel, Grand Rapids, September 30-Octo- 
ber 2. Program Chairman, John E. 
Leech, 1149 Iroquois Dr., S.E., Grand 
Rapids 6. Secretary, P. Ralph More- 
house, 214 S. Superior St., Albion. 


Missouri, annual meeting, Muehlebach 
Hotel, Kansas City, September 11-13. 
Program Chairman, Howard E. Gross, 
1102 E. Normal Ave., Kirksville. Sec- 
retary, Mr. Paul D. Adams, 325 E. 
McCarty St., Jefferson City. 


Nebraska, annual meeting, Cornhusker 
Hotel, Lincoln, September 27-28. Pro- 
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gram Chairman, O. E. Ellis, 231 Stuart 
Bldg., Lincoln. Executive Secretary, 
Mr. Robert H. Downing, Superior. 


New York, annual meeting, Hotel Statler, 
New York City, October 11-12. Pro- 
gram Chairman, William O. Kings- 
bury, 60 E. 42nd St., New York 17. 
Secretary, C. Fred Peckham, 27 W. 
Bridge St., Oswego. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 24-26. 
Program Chairman, S. Dales Foster, 
710 Public Service Bldg., Asheville. 


Oklahoma, annual meeting, Hotel Tulsa, 
Tulsa, November 5-7. Program Chair- 
man, Ray H. Thompson, 409 W. Cana- 
dian St., Vinita. Secretary, G. R. 


Thomas, 2029 N. Walker, Oklahoma City. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Statler-Hilton Hotel, Dallas, 
Texas, September 23-25. Executive 
Secretary, Clifford E. Foster, 1388 
Gladys Ave., Lakewood 7, Ohio. 


Pennsylvania, annual meeting, Chalfonte- 
Haddon Hall Hotels, Atlantic City, 
New Jersey, September 12-14. Program 
Chairman, Robert Friedman, 1201 Wal- 
nut St., Allentown. Executive Secre- 
tary, Mr. George W. Thomas, 1941 
Market St., Harrisburg. 


Rocky Mountain: See Colorado. 


Vermont, annual meeting, Woodstock Inn, 
Woodstock, September 24-26. Program 
Chairman, Thomas P. Dunleavy, 162 
N. Main St., Barre. Secretary, Howard 
L. Slocum, Battell Block, Middlebury. 


Virginia, refresher course, Charlottes- 
ville, October 12-13. Secretary, John A. 
Cifala, 2778 N. Washington Blvd., 
Arlington. 


Western States Osteopathic Society of 
Proctology, annual meeting, Riviera 
Hotel, Las Vegas, Nevada, October 7-9. 
Program Chairman, Marcus S. Ger- 
lach, 2015 State St., Santa Barbara, 
California. Secretary, Earle F. Waters, 
925 E. South Temple St., Salt Lake 
City 2, Utah. 


State and 
national boards 


ARIZONA 


Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 East McDowell 
Rd., Phoenix. 

Basic science examinations September 
17 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examinations. Address Herbert D. 
Rhodes, Ph.D., secretary, Basic Science 
Board, University of Arizona, Tucson. 


COLORADO 


Basic science examinations September 
4-5 at Y.M.C.A. Building, Denver. Appli- 
cations must be filed by August 21. Ad- 
dress Esther B. Starks, D.O., secretary, 
Basic Science Board, 1459 Ogden St., 
Denver 18. 


CONNECTICUT 


Professional examinations November 
12. Address Frank Poglitsch, D.O., secre- 
tary, Osteopathic Examining Board, 300 
Main St., New Britain. 

Basic science examinations October 12. 
Applications must be filed 2 weeks prior. 
Address Miss M. G. Reynolds, executive 
assistant, Board of Healing Arts, 52 
Whitney Ave., New Haven 10. 
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DISTRICT OF COLUMBIA 


Professional examinations November 
11-12. Address Mr. Paul Foley, deputy 
director, Department of Occupations and 
Professions, 1740 Massachusetts Ave., 
N.W., Washington 6, D.C. 

Basic science examinations in October. 
Address Mr. Foley. 


IDAHO 
Examinations November 14 in Boise. 
Address Miss Margaret Gilbert, director, 
Occupational License Bureau, Depart- 
ment of Law Enforcement, State House, 
Boise. 


ILLINOIS 
Examinations October 7-10 in Chicago. 
Address Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations October 8 
at the State House, Des Moines. Address 
Ben H. Peterson, Ph.D., secretary, 
Board of Basic Science Examiners, Coe 
College, Cedar Rapids. 


MAINE 
Examinations November 12-13 at Au- 
gusta. Address George F. Noel, D.O., 
secretary, Board of Osteopathic Exami- 
nation and Registration, Monument 
Square, Dover-Foxcroft. 


MARYLAND 
Examinations in October. Address 
Christopher L. Ginn, D.O., secretary, 
Board of Osteopathic Examiners, 419 

Charles St., Baltimore 1. 


MICHIGAN 
Basic science examinations in October. 
Address Mrs. Anne Baker, secretary- 
treasurer, Board of Examiners in the 
Basic Sciences, 116 Mason Bldg., Lan- 
sing. 


MINNESOTA 

Basic science examinations, October 1-2. 
Applications must be filed by September 
10. Address Raymond N. Bieter, M.D., 
secretary-treasurer, Board of Examiners 
in the Basic Sciences, 105 Millard Hall, 
University of Minnesota, Minneapolis 
14. 


MONTANA 
Examinations September 3. Address 
Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma Bldg., 
Missoula. 


NEBRASKA 
Basic science examinations, October 
1-2. Address John S. Latta, Ph.D., secre- 
tary, Basic Science Board of Examiners, 
University of Nebraska College of Medi- 
cine, Lincoln. 


NEVADA 
Basic science examinations October 8. 
Address Donald G. Cooney, Ph.D., secre- 
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DONNAGESIC EXTENTABS’ 


extended action tablets of Codeine with Donnatal ® 


DONNAGESIC No. 1 (pink) 


CODEINE Phosphate, % gr. 
Hyoscyamine Sulfate 
Atropine Sulfate .. 0.0582 mg. 
Hyoscine Hydrobrom ....0.0195 mg. 
Phenobarbital (3% gr.) .............. 48.6 mg. 
also available: DONNAGESIC No. 2 (red) 
containing 14 gr. (97.2 mg.) codeine 
phosphate. 

Since one DONNAGESIC Extentab 
achieves continuous analgesia for 10 to 
12 hours, it replaces 3 equivalent doses 
of codeine and Donnatal. 


...48.6 mg. 
0.3111 mg. 


tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW HAMPSHIRE 
Examinations September 11-12 at Con- 
cord. Address John S. Wheeler, M.D., 
secretary, Board of Registration in Medi- 
cine, State House, Concord. 


NEW JERSEY 
Examinations on October 15. Address 
Patrick H. Corrigan, M.D., acting secre- 
tary, Board of Medical Examiners, 28 
W. State St., Trenton. 


NEW MEXICO 
Basic science examinations October 19. 


Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


RHODE ISLAND 
Examinations October 3-4 at Provi- 
dence. Address Mr. Thomas B. Casey, 
Administrator of Professional Regula- 
tion, 366 State Office Bldg., Providence. 


TENNESSEE 
Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 874 Union Ave., Memphis 3. 


WISCONSIN 


Basic science examinations Friday, 
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infections of pregnancy iy 
delay is dangerous... JIE 


“Approximately one-half of 
the patients have some permanent 
damage to the urinary tract.”"* 


SO min. 


antibacterial 
concentrations in urine 


Specific for genitourinary tract in- 
fections - rapid bactericidal action 
- negligible development of bacte- 
rial resistance - nontoxic to kid- 
neys, liver and blood-forming 
organs - safe for use in preg- 
nancy2,3 

AVERAGE DOSAGE: 100 mg. q.i.d. 
with food or milk. Continue for 3 


FU 


FOR RAPID ERADICATION OF INFECTION 


days after urine becomes sterile. 


SUPPLIED: Tablets, 50 and 100 mg. 
Oral Suspension (25 mg. per 5 cc. 
tsp.). 

REFERENCES: 1. Rives, H. F.: Texas J. M. 


52:224, 1956. 2. Diggs, E. S.; Prevost, E. C., 
and Valderas, J. G.: Am. J. Obst. 71:399, 


1956. 3. Macleod, P. F., et al.: Internat. Rec. 
Med. 169:561, 1956. 


NITROFURANS 
@ new class of antimicrobials—neither antibiotics nor sulfonamides 


EATON Lanorarontes Gx) NORWICH, NEW YORK 


September 20, at the Hotel Loraine, 
Madison. Applications must be filed by 
September 12. Address Mr. W. H. Bar- 
ber, secretary, Board of Examiners in the 
Basic Sciences, Ripon College, Ripon. 


WYOMING 
Examinations October 7 at Cheyenne. 
Address Franklin D. Yoder, M.D., secre- 
tary, Board of Medical Examiners, New 
State Office Bldg., Cheyenne. 


ALBERTA 
Examinations in September at Edmon- 
ton. _ Address G. B. Taylor, secretary, 
Medical Board, Office of the Registrar, 
University of Alberta, Edmonton. 
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Reregistration 


of osteopathic licenses 


September 1—Ohio, $2. Address H. M. 
Platter, M.D., secretary, State Medical 
Board, 21 W. Broad St., Columbus. 


During September—Nebraska, $2. Ad- 
dress Mr. Husted K. Watson, director, 
Bureau of Examining Boards, Depart- 
ment of Health, Lincoln 9. 


October 31—Pennsylvania, $5. Address 
Mrs. Katherine M. Wollet, acting secre- 
tary, Bureau of Professional Licensing, 
Capitol Bldg., Harrisburg. 


On or before November 1—Missouri, 
$2. Address F. C. Hopkins, D.O., secre- 
tary, Board of Osteopathic Registration 
and Examination, 205 N. Fourth St., 
Hannibal. 


By November 1—Rhode Island, $1. 
Address Mr. Thomas B. Casey, Adminis- 
trator of Professional Regulation, 366 
State Office Bldg., Providence. 


Examination 


by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of 
anatomy, including histology and embry- 
ology; physiology; physiological chemis- 
try; general pathology; and bacteriology, 
including parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of 
the Board and by a panel of associate 
examiners. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery, ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

These are oral examinations which 
the candidate may take after having satis- 
factorily completed the first 6 months of 
a l year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually at the Philadelphia, Kirksville, and 
Los Angeles colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
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III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 
Applications must be filed with the 
secretary of the Board not less than 30 
days prior to the examination dates. Ad- 
dress Paul van B. Allen, D.O., secretary, 
1512 N. Delaware Street, Indianapolis 2. 


Specialty 


board examinations 


ANESTHESIOLOGY 


Examinations October 26, 9:00 a.m., 
Sheraton-Jefferson Hotel, St. Louis. Ad- 
dress Crawford M. Esterline, D.O., sec- 
retary, American Osteopathic Board of 
Anesthesiology, P.O. Box 155, Kirksville, 
Mo. 


INTERNAL MEDICINE 


Written and oral examinations Septem- 
ber 22-23 at the Hotel del Coronado, 
Coronado, Calif. Applications must. be 
filed before April 1. Address Glennard 
E. Lahrson, D.O., secretary-treasurer, 
American Osteopathic Board of Internal 
Medicine, 460 Staten Ave., Oakland 10, 
Calif. 


NEUROLOGY AND PSYCHIATRY 


Oral examinations in November, writ- 
ten tests in February, and clinical exami- 
nations in May or June. Applications 
must be filed no later than October 1. 
Address Thomas J. Meyers, D.O., secre- 
tary-treasurer, American Osteopathic 
Board of Neurology and Psychiatry, 234 
East Colorado St., Pasadena 1, Calif. 


RADIOLOGY 


Examinations October 25-26 in St. 
Louis. Address W. D. Hendrickson, D.O., 
secretary, American Osteopathic Board 
of Radiology, 3429 East Douglas Ave., 
Wichita 8, Kans. 


SURGERY 


Examinations October 26-27 in St. 
Louis. Applications for examination in 
specialty fields of surgery, gynecological 
surgery, neurosurgery, orthopedic sur- 
gery, peripheral vascular surgery, plastic 
surgery, urological surgery must be re- 
ceived prior to April 1. Address Mrs. E. 
F. Martin, corresponding secretary, Amer- 
ican Osteopathic Board of Surgery, P.O. 
Box 474, Coral Gables, Fla. 
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Whe ame ty 
RIB-BACK 


To the Profession it has served with undivided responsi- 
bility for so many years... BARD-PARKER has de- 
voted its scientific knowledge and the inimitable skill 
of its craftsmen in developing the finest surgical blade 
possible . . . a blade that meets the demand of the Pro- 


fession for quality and economy. 


The satisfaction of knowing you have chosen the best 
is yours when you use B-P RIB-BACK blades. 


BARD-PARKER COMPANY, INC. 
Danbury, Connecticut 


Ask your dealer 


Preventing injury 
from radiation* 


John R. Hall, Jr., M.D., M.P.H.+ 


Injury from ionizing radiation is a 
phenomenon which, with the advent of 
nuclear physics, has squarely challenged 
practitioners of preventive medicine. The 
everyday uses of ionizing radiation from 
various natural and man-made emitters 
can result in low-level, chronic exposure, 


from Public Health Reports, May 


Colonel Hall, in the Medical Corps of the 
U.S. Army, is chief of the Occupational Health 
Branch, Preventive Medicine Division, Office of 
the Surgeon General, Department of the Army. 


if not in an inadvertent high-level expo- 
sure. Exposure to doses well below dra- 
matic levels can result in slowly develop- 
ing and currently irreversible adverse 
biological effects in present and future 
generations. At this time, virtually the 
only approach to limiting this potential 
toll is through preventive medicine. Aft- 
er-the-fact therapy is not now promising.” 


Rather than present an abstract, gen- 
eral discussion of radiation control, I 
should like to describe the policies and 
practices of the Army Surgeon General 
and his staff, which are applied daily 
throughout the world. The Army is keen- 
ly aware of the activities and contribu- 
tions of other agencies and works closely 
with them. The Atomic Energy Commis- 
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75% of rectal cancer can be 
cured by early detection’ 


@ Sigmoidoscope has brilliant distal 
illumination and serrated inner tube 
to eliminate specular reflection 


@ Anoscope has specially tapered 
obturator for ease of insertion and 
shadow-free proximal illumination 


No. 308 Sigmoido- 
scope, $30.00 


No. 280 Anoscope, any fF 
size head, $15.00 


A HELPFUL BROCHURE — 
“PROCTOLOGIC EXAMINATION” 
with full color illustrations, is 
available without charge from 
your surgical supply dealer, or 
write Welch Allyn, Inc., Skane- 
ateles Falls, N. Y. 


@ Powered by standard Welch Allyn 
battery handle 


*According to The Ameri- 
can Cancer Society 


No. 318 Complete 
rectal set, $199.00 


sion, always a leader in this field, pro- 
vides us with much information and 
guidance, and there are many projects 
that are joint endeavors of AEC and the 
Armed Forces. In addition, the National 
Bureau of Standards and the National 
Research Council, as well as other agen- 
cies, play important roles. 


EARLY MEDICAL CONCERN 


The Army’s concern with the problem 
of radiation injury is based on medical 
history since Roentgen discovered X-rays 
in 1895, Becquerel discovered natural ra- 
dioactivity in 1896, and the Curies isolat- 
ed polonium and radium in 1897-98. That 
the potentially harmful effects of radia- 
tion were suspected early is borne out by 
the following quotation from American 
Martyrs to Science Through the Roent- 
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gen Rays:? “Within a period of 90 days 
after Roentgen’s ‘Preliminary Communi- 
cation,’ suspicion was aroused in the 
minds of many investigators that X-rays, 
or something evolved in the production 
of X-rays, might have some ill effect on 
living tissues . . .” Becquerel accidental- 
ly burned the skin beneath his vest pock- 
et in which he was carrying a vial of 
radium. The Curies, too, were burned 
by radium, Marie accidentally and Pierre 
deliberately as an experiment. And, as is 
well known, the deaths of Madame Curie 
and her daughter Irene Joliot-Curie, have 
been attributed to effects of radiation. 
Madame Joliot-Curie was exposed in a 
laboratory accident, when she heroically 
attempted to confine the contents of a 
broken vial of an intensely active element 
while she warned her co-workers to flee. 


Early concern with radiation injury 
has been augmented by continuing de- 
velopments in fundamental and applied 


radiobiology. Recent reports of the Na- 
tional Research Council® concerning bio- 
logical effects of radiations, which are 
closely paralleled by a report of the Brit- 
ish Medical Research Council,‘ have 
sharply emphasized the need of preven- 
tive action. The National Research Coun- 
cil reports describe the potentially harm- 
ful effects of ionizing radiation on this 
generation and on its posterity, thereby 
touching upon both the somatic and the 
genetic effects. They stress the cumula- 
tive aspects of chronic exposure, espe- 
cially genetic. Ionizing radiations have 
been demonstrated to be carcinogenic and 
to affect the genes. Genetic effects can 
be created with relatively light doses. 
The significance of such effects, however, 
is far from being completely evaluated. 
Epidemiological studies are contribut- 
ing to our knowledge of radiation effects. 
For example, physicians experience an 
incidence of leukemia 1.75 times as great 
as males in the general population. 
March has shown that the incidence of 
leukemia among nonradiologist physi- 
cians is 0.44 percent, while the incidence 
among radiologists is 4.47 percent.’ More 
recently, preliminary analysis of data 
from a survey of 547 children dying of 
leukemia and other malignant diseases in 
England during the period 1953-55 defi- 
nitely indicates these conditions are most 
frequent among those whose mothers had 
X-ray examinations of the abdomen dur- 
ing pregnancy."* 
POTENTIAL EFFECTS OF RADIATION 


The following explanation of what 
may happen when body tissue is irradiat- 
ed, though greatly simplified and un- 
doubtedly controversial from a technical 
viewpoint, is useful in discussing radia- 
tion injury. 

Ionizing radiation produces within a 
body cell one or more pairs of elec- 
trically charged fragments called ions. 


. The number of cells affected depends on 


the time and intensity of exposure, the 
volume of tissue exposed, and the char- 
acter of the radiation. Radiation from 
external sources is relatively less conse- 
quential than radiation from sources 
lodged in the tissues. 

Following the production of ions in a 
cell, an ion pair may simply recombine or 
other ion combinations may form. The 
former event is of little concern, but the 
latter may cause either alteration or de- 
struction of the cell. Destruction of the 
cell may contribute to the phenomenon of 
aging, and the only result will be a 
shortening of the life span. Alteration 
of the cell may produce either a benign 
or a malignant mutation. A benign muta- 
tion is not of great concern in a somatic 
cell, but it could be important in a genetic 
cell. A malignant mutation may in time 
form cancerous tissue. Of the potential 
effects of radiation on body cells then, 
mutation is most important. 

When tissues are expcsed to any 
amount of ionizing radiation, some or all 
of these effects are possible. Even mini- 
mal exposure or background exposure 
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from natural sources contributes to the 
probability of an untoward effect. There- 
fore, the theoretical goal in prevention 
of radiation injury should be limitation 
of exposure to the absolute minimum. 

The National Research Council reports 
attribute an average accumulated dose 
of about 4.3 roentgens of external radia- 
tion over a 30-year period to background 
radiation not under man’s control; 3 
roentgens to the gonads from X-rays; 
and a projected 30-year external expo- 
sure from fallout from testing of 
weapons, if continued at present levels, 
of about 0.1 roentgen. (The probable 
internal exposure is not included in these 
calculations.) To these exposures must 
he added potential occupational exposures 
and exposures from diagnostic or thera- 
peutic uses of radionuclides. 

Medical exposure can be controlled by 
laboratory techniques and equipment put 
to judicious use. Occupational exposures 
can most certainly be approached from 
the viewpoint of preventive medicine. 

The Armed Forces have two broad 
areas of interest in ionizing radiation 
protection. These are (a) the problems 
associated with nuclear weapons and re- 
actors and (b) those not directly so asso- 
ciated. In the Army, the Surgeon General 
has a special assistant for nuclear energy. 
Matters which are concerned primarily 
with medical radiology are within the pur- 
view of the chief radiological consultant. 
Matters pertaining to microwave haz- 
ards, nonmedical and nonweapons uses 
of emitters, and radiological hygiene 
surveys of Army installations are charged 
to the chief of the Preventive Medicine 
Division and are delegated to the Occu- 
pational Health Branch. In the newly 
developing field of nuclear reactors, all 
these people have important interests. 


SCOPE OF THE ARMY’S PROBLEM 


All of the Army’s 1,025,000 military 
and about 435,000 civilian employees have 
radiographs taken as part of their pre- 
enlistment or preemplovment physical ex- 
aminations. Many receive additional 
exposure to X-rays in emergency or peri- 
odic examinations. The Army also op- 
erates induction stations for the three 
services. These activities employ hundreds 
of X-ray installations throughout the 
free world. These installations, utilizing 
a variety of machines acquired at various 
times and initially installed by various 
agencies and companies, are periodically 
serviced, calibrated, moved, and checked 
for radiological hazards. Although some 
of the work is done by operating per- 
sonnel, the “disinterested” survey method 
also is used. This type of survey is con- 
ducted by personnel from the Army En- 
vironmental Health Laboratory, with the 
aid of outstanding consultants as neces- 
sary. 

Six large Army hospitals use radio- 
nuclides for medical research and treat- 
ment, and a large number of laboratories, 
arsenals, and industrial-type installations 
use radioelements in nonmedical research 
and development, production, and train- 
ing. Some sources used by the Army are 
in the order of tens and hundreds of 
curies in strength. All these must be 
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monitored and surveyed periodically. 

All Army users of radionuclides re- 
ceive them through the standard byprod- 
uct procedures established by the Atomic 
Energy Commission,’ with the important 
exception that all requests must be trans- 
mitted through the Office of the Surgeon 
General. For approval by the Army Sur- 
geon General, a request must show that 
proper receiving, handling, storage, and 
disposal facilities and adequately trained 
and experienced personnel are available. 
These trained persons assume responsi- 
bility for the radionuclides and supervise 
their use. The Army has excellent rap- 
port with AEC and, in a sense, acts as 
its agent, although visiting AEC teams 
are always welcome to conduct checks 
on the Army’s operations, either inde- 
pendently or in conjunction with our 


personnel. 

Disposal of radioactive wastes, a re- 
sponsibility of the Army Chemical Corps” 
with technical advice and supervision 
from the Surgeon General, is a major 
problem. Morton and Struxness of the 
Atomic Energy Commission have point- 
ed out that it may well prove to be one 
of the limiting factors in achieving opti- 
mum benefits from nuclear energy.” Rela- 
tively minute quantities of short half- 
lived radionuclides may be admitted to 
the sewage system where this practice is 
allowed and under strict controls. Larger 
amounts may be stored in appropriate re- 
ceptacles pending loss of activity. Among 
other methods tried or studied are burial 
at sea below the thermocline, at a depth 
of a thousand fathoms, after casting into 
concrete or incorporation into an insolu- 
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ble ceramic mass; ground disposition in 
certain soils having available ion ex- 
change patterns; and disposition in such 
natural containment formations as_ the 
salt formations in Michigan and Kansas, 
the regional aquifers in the midwest and 
the southwest, and the closed valleys in 
the west. 

The Army also has betatrons, indus- 
trial X-ray machines, and high-activity 
radionuclides for industrial radiography 
or for processing military items. Some 
radionuclides are being used with con- 
siderable success for sterilization of 
packaged foodstuffs. The Army uses ap- 
preciable quantities of naturally occurring 
radionuclides, such as radium, over 
which the Atomic Energy Commission 
now extends no control. The Army has 
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established administrative controls for 
these materials similar to those for other 
radioactive substances.” 

In cooperation with the other armed 
services and the Atomic Energy Commis- 
sion, the Army is now moving into the 
nuclear reactor field. Our first reactor, 
water moderated and designed to develop 
electric power and heat, has recently been 
completed at Fort Belvoir, Va., near 
Washington, D. C. This reactor, because 
it is near a population center, is in a 
building designed, according to AEC 
standards, to contain fully any contamina- 
tion from radionuclides. The design con- 
forms also with recommendations of the 
National Research Council. 

An ultimate goal for the Army in this 
field is an easily transported or even mo- 


bile reactor to provide heat and power 
in remote areas of the world where 
logistics of conventional fuel supply are 
burdensome and costly. Currently, the 
Army is on the threshold of the goal 
with a stationary prototype and can be 
expected to move rapidly into various 
applications with the accumulation of 
knowledge and experience. The Army 
Medical Service expects medical prob- 
lems from power reactors to grow and 
is preparing for that eventuality. 


PROTECTION OF ARMY PERSONNEL 


Army regulations require individual do- 
simetry, or inventory, for all personnel in 
an environment heavily exposed to ioniz- 
ing radiation.” Accurate cumulative rec- 
ords must be kept in a manner prescribed 
by tri-service regulation.“ In continental 
United States, Army installations receive 
film badge service from the Lexington 
Signal Depot,” which provides the badges 
and the film on an appropriate periodic 
schedule. Exposures above 300 milli- 
roentgens per week are reported to the 
installation and to the Surgeon General 
by telegram or telephone. If gross or 
multiple over-exposures indicated, 
technicians are sent to the installation to 
help pinpoint and correct the difficulty. 

Many believe that the Army control 
measures are more severe than those of 
civilian counterparts. If so, it is only in 
adherence to common sense and to existing 
standards and regulations. We scrupulous- 
ly observe the Atomic Energy Commis- 
sion’s requirements. We use the data of 
the various National Bureau of Stand- 
ards, handbooks, some of which we have 
borrowed wholly or in part and reissued 
as Army bulletins and directives. When 
newer information dictates or suggests 
modifications in these data, we publish 
and enforce the changes. We also issue 
publications specially developed for the 
Army. 

The Army attempts to learn and com- 
ply with State and community require- 
ments. In that respect, two pleas are in 
order. First, when regulations for a 
State or a locality are issued, we ask 
health officials please to send copies to 
the surgeons general of the three serv- 
ices. Second, we ask everyone to remem- 
ber that the control of ionizing radiations 
is important to national health. As in 
motor vehicle or air control, maximum 
standardization of codes, symbols, mark- 
ing, regulations, and restrictions is de- 
sirable. The practices of New York 
State, where National Bureau of Stand- 
ards handbooks and related or similar 
documents and procedures are used ex- 
tensively, are exemplary in this respect. 


SUMMARY 


The Army’s main concern with respect 
to prevention of radiation injury is the 
protection of the individual against un- 
necessary exposure to ionizing radiation. 
We consider all ionizing radiations to be 
potentially harmful. Our approach is 
essentially preventive. We try to fore- 
see the hazards, design protective facili- 
ties and procedures, keep accurate rec- 
ords of users and uses, provide maximum 
protective and monitoring devices at each 
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installation, and then check by disinter- 
ested survey to assure local competence 
and adherence to prescribed procedures 
and to detect hazards otherwise over- 
looked. National and local monitoring 
and investigation of noteworthy exposure 
support this effort. 
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Supplementation of 
dietary proteins 


with amino acids* 


During the past few years the com- 
mercial production of a number of amino 
acids has progressed to the point where 
the cost is low enough to permit consid- 
ering them for food fortification. Methio- 


*Reprinted from Public Health Reports, May 
1957. 
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in 5 to 15 minutes, 
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No problem. For example, 
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with Percodan* is rare. 


Sounds worth trying — 


what's the average adult dose? 


One tablet every 6 hours. 
That’s all. 


Where can I get 
literature on Percodan? 


Just ask your Endo detailman 
or write to: 


indo 


ENDO LABORATORIES 
Richmond Hill 18, New York 


“U.S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through all pharmacies. 


nine is being added on an increasing scale 
to a greater variety of animal feeds. This 
practice has been shown to improve the 
feed with a consequent economic gain to 
the farmer. 

Although there are a few reports on 
the benefits resulting from the supple- 
mentation of infant formulas with ly- 
sine (1), there is some question about the 
interpretation of the observation (2). 
Apart from the preceding consideration, 
there is a considerable amount of work 
with animals which indicates that the 
addition of an amino acid to a poor diet 
may sometimes aggravate the protein de- 
ficiency. These disturbances may result 
not only in poorer growth but also in the 
development of abnormalities such as 


fatty livers (3, 4). 

The Food and Nutrition Board of the 
National Research Council at a recent 
meeting issued the following statement. 

The possibility of correcting a dietary 
deficiency of an amino acid by supple- 
mentation with that acid is an attractive 
one. There are, however, several guiding 
principles which should be emphasized 
at this time. 

Attention is called to the Statement of 
General Policy in Regard to the Addition 
of Specific Nutrients to Foods, issued by 
the Food and Nutrition Board in No- 
vember 1953: 

“With carefully defined limitations, the 
principle of the addition of specific nutri- 
ents to certain staple foods is endorsed 
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for the purpose of maintaining good nu- 
trition as well as for correcting deficien- 
cies in the diets of the general population 
or of significant segments of the popula- 
tion. The requirements for endorsement 
of the addition of a particular nutrient 
to a particular food include (a) clear in- 
dications of probable advantage from in- 
creased intake of the nutrient, (b) as- 
surance that the food item concerned 
would be an effective vehicle of distribu- 
tion for the nutrient to be added, and (c) 
evidence that such addition would not be 
prejudicial to the achievement of a diet 
good in other respects.” 

Some 25 amino acids are needed for 
the formation of the various cellular pro- 
teins of the body and for other special 
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metabolic functions. Most of these acids 
can be synthesized by the body, if dietary 
protein intake is adequate. There are, 
however, at least eight which must be 
supplied daily by the protein in the diet 
in proportions and amounts to meet the 
requirements of metabolism. Any dietary 
protein which is relatively deficient in 
one or more of these essential amino 
acids has a reduced nutritive efficiency. 
Emphasis is placed, therefore, upon the 
development of an adequate pattern of 
essential amino acids in the diet as well 
as upon the maintenance of an adequate 
protein intake. Although reasonable esti- 
mates can be made of the amino acid 
mixture which appears “ideal,” the limits 
through which the pattern may vary and 


still be considered adequate are as yet 
unknown. Similarly, the definition of the 
amounts of protein of varying amino acid 
composition which are required for good 


nutrition under different physiological 
states requires further study. 

There is reason for believing that nu- 
tritive requirements in disease may differ 
considerably from those in health. An 
amino acid pattern that is optimum for 
health and normal growth may require 
modification in pathological states in 
which the metabolism of one or another 
amino acid may be adversely affected. 
The study of amino acid metabolism in 
disease and the determination of desirable 
amino acid patterns in pathological states 
seem to be matters of great importance 
which may reveal particular needs for 
supplementation with specific amino acids 
or for the reduction of the intake of par- 
ticular amino acids in the diet. 

The imbalance of essential amino acids 
found in some dietary proteins cannot 
always be corrected by adding a single 
amino acid, the imbalance being the re- 
sult of a deviation in several of the essen- 
tial amino acids from an “ideal pattern” 
needed by the body. Multiple supplemen- 
tation is generally required. This type of 
supplementation is at present best achieved 
by mixed diets where one food protein 
supplements another. The benefits te be 
derived from amino acid supplementation 
are uncertain until our knowledge of the 
consequences of the amino acid imbalance 
is more complete. The Food and Nutri- 
tion Board recognizes the potential value 
of proper supplementation with amino 
acids and the desirability of intensive 
study of this problem. 
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The migrant and 


the rest of us* 
Otis L. Anderson, M.D.* 


Public health workers, private phy- 
sicians, and other local community resi- 
dents are likely to have varied impres- 


*Reprinted from Public Health Reports, June 
1957. 


+Dr. Anderson, Assistant Surgeon General 
of the Public Health Service, is chief of the Bu- 
reau of State Services. This paper is based on 
an address at the Friday morning session of the 
Twelfth National Conference on Rural Health 
in Louisville, Ky., March 8, 1957. The confer- 
ence was sponsored by the Council on Rural 
Health of the American Medical Association. 
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sions of migrants depending on the angle 
from which they are viewed. The sani- 
tarian sees the crowded housing of mi- 
grants with its lack of proper provision 
for sewage and garbage disposal and its 
water supply that may be polluted. The 
public health nurse who visits labor 
camps as part of her routine at the peak 
of the crop season sees cases of diarrhea, 
impetigo, malnutrition, and ear infections. 
The local physician and the hospital ad- 
ministrator see only people who come in 
an emergency when a serious accident 
or illness makes them seek medical care. 
Migrants may have few resources of 
their own for meeting an emergency. 
Nonresidence makes them ineligible for 
local welfare aid, and so some of their 
bills remain unpaid at the end of every 
crop season. The average person in a 
community is likely to view the migrant 
worker as a necessary part of the local 
economy, but potentially an economic 
burden if he stays beyond the season 
when he is needed. This same average 
person may fear the migrant as a poten- 
tial disease carrier. 

Only by putting all these views to- 
gether can the migrant health problem 
be seen in its totality. For the Nation, 
the exact dimensions of the problem are 
poorly defined. Twenty years ago a na- 
tional health survey showed more fre- 
quent illness and longer-term disability 
among individuals and families on the 
move than among permanent residents. 
There is little evidence that the relative 
health status of the two groups has 
changed greatly in the last 20 years. 
Diarrheal disease continues to be com- 
mon among migrant children. Outbreaks 
of typhoid and diphtheria continue to 
occur sporadically in migrant camps. All 
indications are that migrant children are 
probably less likely to be immunized 
against preventable diseases than resident 
children. Too often mothers fail to ob- 
tain prenatal care that will help to as- 
sure the health of both mother and child. 
Poor diets are common. 


NUMBER OF PEOPLE INVOLVED 


The national estimate of the number 
of migrants is approximately 1.25 million. 
Of these, nearly one-half million are for- 
eign workers, chiefly from Mexico. These 
aliens are single men working under con- 
tract, with guarantees of work for stipu- 
lated periods of time. They are physi- 
cally screened before they enter the 
country. Health insurance protection is 
given them under the terms of their con- 
tract. Housing for them must meet mini- 
mum requirements before they are 
assigned to an employer. When their con- 
tracts are fulfilled, the workers return 
to their own countries. 

The tightening of our border patrol 
has nearly eliminated the wetbacks, illegal 
entrants, who formerly crossed the Mexi- 
can border in droves at harvest time. 

The remaining three-fourths of a mil- 
lion in the agricultural migrant popula- 
tion are workers and their dependents 
who come chiefly from the southern bor- 
der States. Texas is the largest single 
supply State and the greatest demand 
State. Unlike the foreign workers with 
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contracts, these domestic agricultural 
workers, who are United States citizens, 
seldom work under contract. Few have 
health insurance protection, and standards 
for their housing are likely to be minimal. 

While the domestic migrant works in 
sugar beets, cherries, potatoes, cotton, or 
beans, his pay may be relatively good. 
But periods of employment are balanced 
by periods of unemployment when the 
weather is bad, crops are poor, or work 
not available between crop seasons. 


Working time is also lost when workers 
are traveling from job to job. Most 
domestic migrant families lead a hand-to- 
mouth existence with an annual income 
of not more than $2,000 even when sev- 
eral members of the family work. The 


average cash income of the male migra- 
tory farm worker, according to a 1954 
national sample survey, was $1,160. This 
includes income from both farm and non- 
farm sources. 


ECONOMIC BACKGROUND 


Seasonal work in agriculture requires 
a mobile labor force. As American 
agriculture has become bigger and more 
industrialized, machines have reduced the 
total number of man-hours of work re- 
quired to produce the Nation’s food and 
fiber. But some operations have not yet 
been mechanized nor for them does mech- 
anization appear to be possible. Thus, 
for the greater part of a year, a rela- 
tively small labor force may be able to 
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400 mg. theophylline in hydro- 
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For day and night relief of 
chronic symptoms of asthma, 
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fuls on arising, at 3 P.M., and 
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Detroit 11, Michigan 


carry on the work of many crop areas. 
For a few short weeks or months, how- 
ever, this labor force must be greatly 
expanded or the rest of the year’s work 
will be lost. Some local workers can be 
recruited for short periods, but in many 
areas, the local labor supply must be 
supplemented by outside workers. 
Available work changes with the sea- 
sons. In the early spring the vegetable 
pickers are stooping over the fields in 
Florida, the Lower Rio Grande Valley, 
and southern Arizona and California 
picking the fresh carrots, beans, spinach, 
peas, celery, and lettuce that we serve 
on our dinner tables. These workers are 
chiefly southern Negroes, Puerto Ricans, 
Indians of the southwest, Spanish-Ameri- 
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cans, including both domestic workers 
and Mexican nationals, and Anglo-Sax- 
ons from low-income farming areas in 
the south. 

By the middle of the summer some of 
these same people are doing the same kind 
of work in New York State, Michigan, 
Montana, Colorado, Idaho, Washington, 
Oregon, and other northern States. At 
the end of the crop season, they will head 
south again in trucks, buses, and cars. 


IMPACT ON LOCAL HEALTH 
RESOURCES 
As stated earlier, the total number of 
domestic migrants is estimated at about 
three quarters of a million. A map of 
their movement, however, makes it clear 


that this figure is not a true measure of 
the size of the problem.’ It has been said 
that the number might well be multiplied 
by the number of times people move. In 
each new location housing must be avail- 
able. Local health workers must be ready 
to provide services if the health of both 
migrant and resident population is to be 
protected. Other community services must 
be stretched to accommodate the strangers. 

The number of migrants of greatest 
importance in planning health services is 
not the national total, but the number in 
a particular locality at a particular time. 
All but two States have at least a few 
migrants for at least a short time. In 
many States, however, the area requiring 
farm workers from outside is exceeding- 
ly restricted. Of the total of 3,068 coun- 
ties in the Nation, about 800 are estimated 
to have as many as 100 or more domestic 
migrant workers and family dependents 
at the peak of the season. Only about 75 
counties have more than 3,000. Twenty- 
two of these counties, however, have 
more than 10,000 migrants at the peak. 
The peak period may last for only a few 
weeks or for several months. 

The impact of migrants on a county 
varies according to the size of the resi- 
dent population and the availability of 
health resources. A county with 100,000 
people may be fairly well equipped to 
care for the health needs of its perma- 
nent residents. Stretching these services 
to meet the needs of a few thousand 
temporary residents may require special 
planning but may not interrupt the usual 
routine very drastically. If, on the other 
hand, 10,000 or more migrants flock into 
an area whose resident population is no 
more than a few thousand, the health 
problems confronting local physicians 
and public health workers may be dou- 
bled overnight. Migrant work areas are 
predominantly rural, and many have a 
shortage of local health resources even 
for permanent residents. 


FEDERAL VS. LOCAL RESPONSIBILITY 


The interstate aspects of the problem 
become clear from a look at the main 
routes migrants travel. On the east 
coast about 50,000 migrants start in the 
south in the spring and move back in 
the fall. From south Texas, at least 
100,000 fan out to other parts of Texas 
and to the North Central, Mountain, 
and Pacific Coast States. Another 80,000 
or 90,000 move within California and to 
adjacent States. 

Because of this interstate movement, 
some people have looked at migrant 
health as an interstate problem, one that 
might properly come under the jurisdic- 
tion of the Federal Government. On this 
basis, the Federal Government undertook 
the organization and financing of the 
agricultural workers’ health associations 
during World War II. Local physicians 
and public health agencies worked 
through these associations with the Fed- 
eral Government in providing services 
in major work areas along each of the 
main migrant routes. The major part of 
the financing came from the Federal 
Government. Federal funds were discon- 
tinued after 1947. 
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Today, pressures continue to be brought 
upon the Federal Government for financ- 
ing migrant health care on the basis 
that the migrants are nonresidents and, 
therefore, not the responsibility of the 
State or local area where they work and 
live temporarily. On the other hand, 
some people are beginning to look upon 
migrants as part of the permanent popu- 
lation of an area even though they live 
there for only part of the year. 


LOCAL EFFORTS TO ASSUME 
RESPONSIBILITY 

The view that migrant farm workers 
and their families are a permanent and 
essential part of the local economy is 
leading some localities to try to provide 
for them accordingly. Generally, these 
localities find that providing better hous- 
ing, encouraging migrant children to go 
to school, and arranging for health serv- 
ices pay off in terms of greater assurance 
of dependable workers when they are 
needed and reduce chances of disease 
arising and spreading among both mi- 
grants and local residents. 

Partnership between local medical so- 
cieties and public health workers has been 
arranged’ in Fort Lupton, Colo., Fresno 
County, Calif., and a few other areas. 
Local physicians and public health nurses 
have teamed up in staffing clinics held 
during workers’ off-hours. These clinics 
provide services to prevent and control 
the spread of communicable disease. They 
also provide medical care for people who 
need it. They have been set up in places 
and at times convenient for the workers, 
many of whom do not have their own 
transportation and cannot well afford to 
lose time from work to bring their chil- 
dren in for immunization or to get treat- 
ment for sickness or injury. 

Arrangements such as these are born 
of a need mutually recognized by local 
physicians, local public health workers, 
and other local residents. These workers, 
assisted by volunteers, have community 
support behind them. But even under the 
best circumstances many problems arise. 
With the best of planning, a newly 
opened clinic may attract only a handful 
of patients at first.- Some of the first 
patients may be more curious than in 
need of care. Considerable patience is 
required. Public health nurses may need 
to visit migrant families and encourage 
them to come to the clinic before there 
is any great demand for service. Once 
understanding and acceptance of the 
service have developed, however, the de- 
mand may well test the endurance of the 
staff. 


ONE CLINIC’S OPERATION 


A look might be taken into a clinic 
that has operated for about 5 years in a 
large labor camp in a building provided 
by the employer. On a typical day the 
clinic starts in the early evening. There 
are only a few patients at first, but more 
and more come until the small building is 
jammed. Some people have had to ar- 
range with others for transportation. 
Many bring small children. There are 60 
patients, but at least twice as many people 
are waiting. 


Voi. 56, Aucust 1957 


BP Dual-Powered 


for Renal Pain Relief 


urised 


Chimedic 


In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


RELAXES PAINFUL 
MUSCLE SPASM 


In minutes—uRISED relaxes and relieves painful smooth muscle 
spasm through the parasympatholytic action of atropine, 


hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 


PROVIDES POTENT 
BACTERIOSTASIS 


In minutes—URISED’s methenamine, salol, methylene blue 


and benzoic acid police the urinary tract to combat bacterial 
growth, reduce bacterial and pus-cell content, and 
encourage healing. 


ACTIVE AGAINST 
ALL SYMPTOMS 


URISED’s double-quick antispasmodic and pain-relieving 
action is coupled with similar swiftness in relieving urgency, 


dysuria, frequency, and burning. 


SAFE ___URISED may be confidently prescribed for treatment of Cystitis « 
Pyelitis - Prostatitis - Urethritis - Other Urinary 
Infections - There is virtually no danger of untoward reactions. 


Send for literature and clinical trial supply of URISED 


CHICAGO PHARMACAL COMPANY 


SUPPLIED: Bottles of 
100, 1000, 2000 


5547 N. Ravenswood Ave., Chicago 40, Illinois 


Pacific Coast 


Branch 
38! Eleventh St., San Francisco, Calif, 


A volunteer from a local women’s or- 
ganization takes down essential informa- 
tion at the reception desk. In a small 
room at one side, a public health nurse 
advises mothers on the care of their small 
children. In another room a_ physician 
from the local medical society, assisted 
by two public health nurses, is examining 
and treating a steady flow of patients. 
The local welfare agency pays each of 
the six physicians who serve on a rotat- 
ing basis a set fee for each clinic session 
he conducts. 

The cases seen include a child with a 
lacerated foot, a suspected case of tuber- 
culosis referred to the county hospital for 
X-ray, a case of venereal disease, a 
sprained arm, several pregnant women, 


and two members of a family referred to 
the clinic because another family member 
has recently been hospitalized for typhoid 
fever. 

A class in home nursing is conducted 
by a Red Cross volunteer in a small back 
room. Here, and in the waiting room, 
people seem to welcome the chance for 
sociability. 

By agreement among the local medical 
society and other local agencies, the small 
fee that is supposed to be charged each 
patient is often waived. This is especially 
true when opportunity for work has been 
scarce in recent months and the families 
living in migrant camps have little or no 
money. Under such circumstances, local 
people believe that asking even a small 
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Here’s one of the most ingenious methods 
of blood analysis! A small strip of paper 
in an electric field paints a picture that’s 
worth a thousand calculations! 


Principle: The phosphatides and phos- 
phatide-containing complexes travel along 
the electrified path of the paper strip 
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complexes to be deposited at various points. 
Where the phosphatide content is insuffi- 
cient, electroneutral lipids (cholesterol, 
neutral fat) are set free to remain at the 
starting point. Thus we obtain the charac- 
teristic tell-tale density zones of the elec- 
trophoretic profile. 


Significance: Paper electrophoresis pro- 
vides demonstrable physical evidence in 
disturbances of lipid metabolism and in 
associated disease states. Characteristic pat- 
terns have been obtained in hypercholester- 
emia, hyperlipemia, lipoid nephrosis, etc.; 


Glidden 


fee will discourage people from coming 
for needed care and defeat the purpose of 
the clinic. 


VARIATION IN LOCAL PROJECTS 


The situation varies widely from place 
to place. Local needs differ and local re- 
sources for meeting these needs likewise 
differ. The migrant population group it- 
self varies from one place to another, 
and these variations require different ap- 
proaches if needs are to be served. Dif- 
ferences in language present an obvious 
problem when the Spanish-speaking mi- 
grant comes to a local physician or to a 
public health clinic in northern Michigan 
or Wisconsin. Differences in health be- 
liefs and practices may be equally baffling 
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to the physician or nurse who is trying 
to explain to a migrant mother how to 
care for her children. 

Often there will be a need for supple- 
menting local health resources when the 
migrant influx is at a peak. Some com- 
munities have found inactive local nurses 
who are willing to help in a migrant 
project. Physicians from nearby towns 
have participated in clinics set up in or 
near migrant camps. The Home Missions 
Division of the National Council of 
Churches, the Catholic Charities, women’s 
organizations, and other groups have pro- 
vided volunteer assistance in clinics, 
transportation and interpretation to mi- 
grants, and interpretation to communities 
at large of what a clinic was trying to 


do. Also they have financed services for 
individuals, and provided direct financial 
support for clinic operation. Employers 
and their associations may furnish a 
building for a clinic, assist in financing, 
or lend support in other ways. Farmers’ 
wives and their organizations are still 
another source of interest, support, and 
active participation on a voluntary basis. 


ROLE OF FEDERAL AGENCIES 


Although local projects necessarily 
vary according to the local situation, they 
are likely to have certain needs in com- 
mon. For example, a need that is repeat- 
edly voiced by local physicians and public 
health workers is for some method of as- 
suring continuity in the services provided 
as people move from place to place. Ques- 
tions of how to finance health services 
through voluntary health insurance and 
other means also frequently arise. 

Other problems that confront most 
communities when they become interested 
in trying to meet migrants’ health prob- 
lems include adapting health services to 
population groups that differ markedly 
from the resident population in personal 
characteristics and in living and working 
conditions ; developing community under- 
standing of migrant problems ; and encour- 
aging community support in meeting them. 

The major role of the Public Health 
Service is one of consultation and techni- 
cal assistance to State and local groups 
in meeting these problems. Both the local 
Public Health Service and the Children’s 
Bureau have assisted in planning experi- 
ments with health records to be carried 
by migrant families. Although we do not 
feel that the experiments thus far have 
provided definitive answers to the prob- 
lem of providing continuity of health 
services as migrants move, we have 
learned much that can be applied in a 
future study of this problem. 

Another role, chiefly informational, has 
been passing on to new areas the ideas 
and plans that other communities have 
found successful. The Public Health 
Service has served from time to time as 
a catalyst to bring together individuals 
and groups concerned with specific health 
problems associated with the migration of 
agricultural workers and their families. 

The philosophy in terms of the long- 
run interests of both the domestic mi- 
grant and the community, including the 
Nation as a community, is that migrants 
need to be viewed as an integral part of 
the general population. They form an es- 
sential part of our human_resources. 
Their problems arise to a considerable 
extent from a mobility that is required 
by our agricultural economy in its present 
stage of development. 

Special services may be required at 
times to meet emergency conditions. Gen- 
erally, however, it seems desirable to 
meet the needs of migrants through the 
framework of existing community serv- 
ices for other citizens, with such modifi- 
cations as may be necessary to meet the 
migrant’s peculiar working and living 
conditions. 


“THE REST OF US” 
Certainly the whole Nation profits by 
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migrant labor. Much of the food that 
reaches our family tables is harvested 
and processed by migrant workers. The 
communities where migrants work and 
live temporarily profit most of all. Some- 
times local people say, “We have no re- 
sponsibility for migrants. They don’t pay 
taxes.” Some of these same people might 
find it difficult to pay their own taxes if 
migrants failed to appear at the critical 
times in crop production and harvesting. 

All of us have a responsibility for un- 
derstanding the important contribution the 
agricultural migrant makes to our econ- 
omy. We have a further responsibility 
for helping him and members of his fam- 
ily share in community services on a con- 
tinuing basis, including health services. 
The Public Health Service is sincerely 
interested in helping to identify the health 
problems both of the person who is on 
the move and of the communities to 
which he returns for a short time each 
year and to plan for meeting these prob- 
lems. 


Reference 


1. Leone, L. P., and Johnston, H. L.: Agri- 
cultural migrants and public health. Pub. Health 
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Limitations on the 
recreational use 
of domestic 


water reservoirs* 


Charles E. Smith, M.D., D.P.H., and 
Henry J. Ongerth, B.S., M.P.H.+ 


In the public health sense, impounding 
reservoirs may be considered as falling 
into two general classes, those developed 
primarily for domestic water supply and 
those serving a whole spectrum of multi- 
purpose uses. This paper applies only to 
reservoirs developed primarily for do- 
mestic water supply. In California these 
reservoirs are relatively few in number 
and represent only a small percentage of 
the total surface area of fresh water 
lakes in the State. However, their acces- 
sibility makes them especially convenient 
for recreational use. 


In California, there is a conflict of in- 
terest in proposed recreational uses of 


*Reprinted from Public Health Reports, June 
1957, This paper was presented at the Confer- 
ence on Recreational Use of Impounded Water 
held in Richmond, Calif., December 13-14, 
1956, under the auspices of the department of 
conferences and special activities, University 
Extension, University of California, 

tDr. Smith is dean of the School of Public 
Health, University of California, Berkeley, 
and president of the California State Board of 
Health. Mr. Ongerth is a sanitary engineer and 
head of the water supply section of the Cali- 
fornia State Department of Public Health, 
Berkeley. 
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domestic water supply reservoirs. Pres- 
sures of increasing population and in- 
creasing need for the limited water 
resources of the State result in an ever- 
growing appreciation that there must be 
maximum, and therefore multiple, use of 
our water resources. This multiple use 
may include recreational activities. People 
have more leisure time with more need 
for recreation than in the past, and, as 
cities grow larger, there is less and less 
room for this recreation. For these rea- 
sons people interested in recreation desire 
to use all possible reservoirs and water- 
sheds. The California State Board of 
Public Health officially expressed its po- 
sition with respect to such use in a reso- 
lution which it adopted in 1955: 


“The State Board of Heaith recog- 
nizes its responsibility for promoting the 
total health of the people of California 
and is cognizant of the beneficial role of 
adequate recreational facilities in the pro- 
motion of health. The board recognizes 
that in certain situations recreational use 
of water supplies under proper restric- 
tions is feasible.” 

However, there is universal agreement 
that any possible damage to public health 
in the use of domestic water supply res- 
ervoirs must be prevented. 

The California State Board of Public 
Health and the California State Depart- 
ment of Public Health neither compel 
nor prohibit the recreational use of do- 
mestic water supply reservoirs. Their 
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stand is that this option is a local respon- 
sibility. In turn, the State’s responsibility 
is to evaluate proposals for recreational 
use and to determine whether they pro- 
vide sufficient safeguards to protect the 
public health. 

There are two important factors to 
consider in this public health problem 
—hazards of disease transmission and 
esthetic considerations. 


TRANSMISSION OF DISEASE 


We have considerable knowledge con- 
cerning risk of disease transmission, al- 
though it is admittedly incomplete. So 
far as we know, the major disease po- 
tential in recreational use of water supply 
reservoirs is from improper disposal of 
human wastes, especially the feces, of 
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those using the reservoir and watershed 
area. The inability to control all wastes 
leaves a potential hazard of some disease 
transmission. 

Experience with water supply reser- 
voirs in California now used for recrea- 
tion has demonstrated that -absolute con- 
trol of human wastes has never been 
achieved. If control is lax, feces may be 
deposited directly in the water or on 
watershed lands. The hazard from the 
deposition of feces on land is obvious: 
falling rains and surface runoff will 
carry the material into the reservoir, 
pathogenic organisms may travel to the 
point of water intake from the reservoir, 
and, unless they are destroyed or removed 
by treatment, they may ultimately flow 
to the consumer. 


When conditions exist which permit 
fecal discharges to enter raw water, it is 
important to know the fate of the patho- 
genic organisms. Using Salmonella ty- 
phosa as an example, the literature re- 
lated to its survival in feces, soil, and 
water is of interest. Various conflicting 
reports have been summarized by Rudolfs 
and his co-workers from Rutgers Uni- 
versity (1). From their summary, two 
things are clear: The bacteria may sur- 
vive for periods as long as 100 days in 
feces or on soil, and the bacteria survive 
longer in pure water than in polluted 
water. This second observation is of crit- 
ical importance to the waterworks indus- 
try, as pointed out by Taylor (2), who 
wrote: “Pollution of pure or purified 
waters at waterworks, in service reser- 
voirs, or in mains is thus particularly 
dangerous, and the most stringent pre- 
cautions are necessary to protect water 
prepared for delivery to consumers.” 

The clean water of many domestic 
water supply reservoirs and of all dis- 
tribution reservoirs provides minimal bio- 
logical competition for pathogenic micro- 
organisms which may contaminate it. 
Therefore, the opportunities for survival 
of pathogens are greater. On the other 
hand, in large impounding reservoirs and 
natural lakes, the factors of time, dilu- 
tion, and sedimentation can enable recrea- 
tional use of water without compromising 
the quality of the water as withdrawn 
for treatment. Water supply intakes must 
be protected by establishing a closed area 
around them to prevent direct introduc- 
tion of contaminating materials. Further- 
more, care must be given to the location 
and design of the intake works to take 
advantage of the factors of time, dilution, 
and sedimentation. 

Appropriate treatment must pro- 
vided for all surface water to guard 
against any pathogens which may elude 
the natural barriers. Fortunately, S. 
typhosa, and other pathogenic bacteria, 
are removable from water and are de- 
structible. Investigations and experience 
have shown that complete water treat- 
ment, which includes filtration and post- 
chlorination, can produce a satisfactory 
finished water from a contaminated raw 
water. However, we would stress that 
public health authorities have agreed that 
there must be bacterial limits for “raw” 
water whether receiving only chlorina- 
tion or complete treatment. These limits 
are expressed in terms of the numbers 
of coliform bacteria which must not be 
exceeded if safe water is to be produced 
by treatment. 

While it is agreed that, if not “loaded” 
too heavily, complete water treatment is 
adequate to produce a water free from 
bacteria which cause typhoid fever or 
other enteric diseases, the problem with 
respect to some parasites and viruses is 
not equally simple. Among the parasites 
we may mention Endamoeba histolytica, 
which causes amebic dysentery. Although 
amebic cysts normally are removed by 
filters they are difficult to destroy by 
chlorine when this is the only treatment 
employed. 

The viruses present another challenge 
to water safety. Filtration is much less 
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etfective in removing viruses than in re- 
moving bacteria or parasites (3, 4). While 
poliomyelitis virus is usually spread by 
contact between infected and uninfected 
individuals, it is often present in the feces 
of healthy persons and has frequently 
been recovered from sewage. Fortunately, 
free residual chlorine rapidly inactivates 
it. The Coxsackie viruses also have been 
demonstrated in urban sewage. Most 
Coxsackie viruses do not cause disease, 
though one epidemic occurred in Cali- 
fornia during 1956. Like the typhoid 
bacillus, Coxsackie viruses have been 
shown to survive longer in unpolluted 
than in polluted water. They have sur- 
vived as long as 47 days in river water. 
While chlorine will inactivate these 
viruses, from 7 to 46 times more chlorine 
is required for killing Coxsackie viruses 
than for killing Escherichia coli. 

The newly recognized enteric cyto- 
pathic human orphan (ECHO) viruses 
also are excreted in feces. The role of 
these viruses in causation of diseases and 
their manner of spreading disease are as 
yet undefined although some appear to 
cause aseptic meningitis which may be 
confused with poliomyelitis. 

Admittedly, poliomyelitis, Coxsackie, 
and ECHO viruses have never been 
proved to have produced waterborne epi- 
demics and thus may only be theoretical 
hazards in water supplies. However, the 
virus causing infectious hepatitis is 
known to have caused waterborne out- 
breaks. The virus of this debilitating dis- 
ease may badly damage the liver, fre- 
quently producing marked and_ severe 
constitutional symptoms with prolonged 
convalescence. The virus never has been 
cultivated nor have laboratory animals 
been found to be susceptible so data on 
its survival are not available. In the 
massive waterborne epidemic at New 
Delhi, India, in spite of the presence of 
a good treatment plant, 10,000 cases of 
hepatitis occurred. 

We must recognize that the public's 
expectation of perfect performance of 
water treatment plants may be unduly 
optimistic. Man may err and equipment 
may fail. Even though water treatment 
facilities are provided, safeguards, care, 
and judgment must be exercised to insure 
that the capabilities of the installed facili- 
ties are not exceeded. We cannot accept 
the philosophy that it is unnecessary to 
concern ourselves with the quality of 
raw water, that all we need to do is 
spend enough for water treatment fa- 
cilities to produce a safe and acceptable 
water. 

In milk sanitation, major reliance for 
protection of milk supplies is placed on 
pasteurization, but the whole milkshed 
must provide barriers to contamination. 
Cows must he guarded against disease 
and the milk against dirt, manure, and 
human contamination. The final safe- 
guard is pasteurization. 

The same general principles must ap- 
ply to the production of potable water. 
The watershed must be protected, insur- 
ing that the water will be kept as clean 
as possible along each step of the route. 
In addition, the water finally must un- 
dergo a degree of treatment consistent 
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with the hazards to which it has been 
exposed. 

Further comparison might be made 
with fire protection in communities. In 
the first place, we provide ourselves with 
regulations concerning construction of 
our manmade works so that fire hazards 
are reduced as much as is economically 
practical. Second, sufficient quantities of 
water and adequately manned fire-fight- 
ing facilities are provided to extinguish 
any fires which may occur. Finally, there 
is continuing surveillance and inspection. 
These examples illustrate the philosophy 
of providing factors of safety. It is not 
permissible so to lower factors of safety 
as to compromise the health and safety 
of the public. 


ESTHETIC CONSIDERATIONS 


The California State Department of 
Public Health recently had an inquiry 
from a person who asked why some of 
our water supply reservoirs were not 
open for swimming and bathing. In part, 
the department replied that the public is 
unwilling to accept such use of its do- 
mestic water supply reservoirs. The in- 
terest of the swimming recreationalists, 
on one hand, and the interest of the 
water consumer, on the other hand, are 
incompatible. Under such circumstances 
the conservative point of view should 
prevail. Therefore, it is more important 
to satisfy the esthetic senses of the thou- 
sands of water users than to develop 
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unrestricted use of water supply reser- 
voirs which seriously degrades the 
esthetic quality of the water. 

The California State Board of Public 
Health, in whose hands the legislature 
has placed the responsibility for granting 
permits to water purveyors, is limited in 
its action by the State law which, in 
section 4016 of the Health and Safety 
Code, states: “If . . . the board deter- 
mines, as a fact, that the water furnished 
or supplied or proposed to be supplied 
is such that under all the circumstances 
and conditions it is impure, unwholesome 
or unpotable or may constitute a menace 
or a danger to the health or lives of 
human beings, or the existing or pro- 
posed plants, works, system or water 
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supply are unhealthful or insanitary, or 
not suited to the production or delivery 
of healthful, pure and wholesome water 
at all times, it shall deny the permit and 
order the petitioner to make changes as 
necessary to secure a continuous supply 
of pure, wholesome, potable, and health- 
ful water.” 

My point in quoting this is to refer to 
the adjectives “wholesome” and “pota- 
ble.” The State board of public health 
holds that wholesomeness and _ potability 
also include esthetic considerations. When 
the water-consuming public considers that 
certain uses of sources of water are 
repugnant, then it is quite obvious that 
the water derived from these sources can- 
not be considered to be wholesome and 


potable. We must therefore recognize the 
feelings of the consumers, and we cannot 
permit uses of their water sources which 
are esthetically unacceptable. For this 
reason, the regulations which the State 
board of health adopted in December 
1956 forbid recreational use involving 
“bodily contact” by man or animals. 


PUBLIC HEALTH CONSIDERATIONS 


Wherever recreational use of water 
supplies is undertaken, there must he 
adequate control, for only with adequate 
control can such uses be tolerated. There 
must be assurance that the limits of con- 
tamination are not exceeded. Sanitary 
facilities adequate for the numbers of 
people in the area must be provided. The 
facilities must be convenient and they 
must be esthetically acceptable to the 
users. This includes their proper main- 
tenance. Last but not least, there must be 
policing of the people in the area in order 
to keep their activities within limits con- 
sistent with the character of the area in 
which they are carrying on their recrea- 
tional activities. The water purveyor must 
give assurance of this supervision. In 
addition, the local public health depart- 
ment having jurisdiction over the reser- 
voir must provide appropriate public 
health supervision. 

The State board of public health has 
considered matters of recreation on water 
supply reservoirs in the past. In 1951 it 
granted a permit to the city of San Diego 
to allow fishing on its reservoirs and in 
consideration of this action adopted a 
policy statement concerning recreation on 
reservoirs. At its meeting on December 
7, 1956, the State board of public health 
formalized this earlier policy statement 
and adopted regulations on this subject. 
Problems described above have been 
taken into account in the regulations, 
which call for( a) limiting the activities 
of people on the water supply reservoirs ; 
(b) providing adequate sanitary facilities 
for use of the people; (c) maintaining 
these facilities; (d) policing the people in 
the area; and (e) providing an adequate 
degree of treatment of the water derived 
from these sources. 


CONCLUSIONS 


1. Water reservoirs may afford a health- 
ful recreational resource for a community. 

2. Because water is a vehicle of disease 
transmission, when a choice must he 
made between safe water or recreation, 
safe water must always prevail. 

3. Recreational use of water supply 
reservoirs calls for a high level of ssuper- 
vision and control of people using the 
area to prevent their wastes from enter- 
ing the waters. 

4. Control of the recreational activities 
must be adequately budgeted and financed. 

5. There must be adequate treatment of 
water derived from reservoirs. 

6. Determination on the basic question 
of recreational use of water supply res- 
ervoirs must be made locally. 

We must recognize that permitting 
such recreational activities constitutes a 
risk, but that the risk can be minimized 
to a reasonable and tolerable level if the 
conditions described are met. 
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New highways 
to health* 


By Leroy E. Burney, M.D. 
Surgeon General of the 
Public Health Service 


Would that we health experts had the 
same precise knowledge in our field as 
the Nation’s highway planners. For with- 
out it, we cannot plan new highways to 
health which would extend through all 
the States at the same rate of progress 
and standards of quality, and which 
would, by the very boldness and imagi- 
nativeness of design, capture public sup- 
port. 

I am _ not suggesting that we don’t 
know what's going on in our own shops. 
Few public services have made as con- 
scientious and unceasing an effort as pub- 
lic health agencies to collect and analyze 
reliable data pertinent to their statutory 
responsibilities. 

But most of the facts that we have at 
our fingertips relate to the organizational 
structures, types of services, and ratios 
of professional personnel and _ facilities 
for a population of ‘some 130 million in 
the social, economic, and physical envi- 
ronment of 20 years ago. Let’s take a 
look ahead. 

We need facts pertinent to a popula- 
tion of some 168 million today, 180 mil- 
lion in 1965, and 200 million by 1980. We 
need to see our organizations, services, 
personnel, and facilities for this larger 
and increasing population in entirely new 
settings: A rising standard of living, new 
patterns of urban and suburban life, 
larger families, more older people. In- 
creasing automation, with consequent 
shift in the types of occupation and con- 
ditions of work. Emergence of entirely 
new industries. More cars, more trucks, 
more planes. Atomic power, much sooner 
than imagined. Increasing costs of hos- 
pital services, coupled with increasingly 
effective diagnostic and therapeutic tech- 
niques in the hands of the practicing phy- 


*Reprinted from Public Health Reports, Jan- 
uary 1957. 
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Advertisement 


Results of ultrasound therapy in 
acute cases have been reported as 
“amazing” and “astounding” and 
chronic cases, while not as dramatic, 
respond in many instances where all 
other methods fail. 


With more than 20,000 physicians 
(one out of seven active practitioners ) 
now using ultrasound in the treatment 
of disabilities ranging from asthma’ to 
ankle sprain,’ it may be well to review 
the progress that has been made in this 
relatively new field and to delineate the 
method by which its value has been 
established. 


THREE-YEAR STUDY 

First experiments in the use of ultra- 
sound in medicine began with Pohlman 
in Berlin in 1938 and after World War 
II many laboratory and clinical experi- 
ments were made by researchers in the 
United States and abroad. In 1950, 25 
machines capable of producing accu- 
rately controlled ultrasound, together 
with the necessary accessories for 
application, were built by the Birtcher 
Corporation and donated to 20 Physi- 
atrists and Orthopaedists in hospitals 
including a number of medical schools. 
The users were to publish their findings 
without any commitment to the Birt- 
cher Corporation. Three years later, 
after scores of published reports had 
indicated that ultrasonics was of defi- 
nite value in some conditions and a 
major adjunct in others, the first com- 
mercially produced Birtcher Megason 
units were offered to the medical 
profession. 


4Edmundson, F. B 


*By Dussik, Stuhlfauth, Woeber, Busnel, G 


PHYSICAL MEDICINE 


Establishing the Value of Ultrasonics 
in Physical Medicine 


RESULTS REPORTED 
Since that time specialists and 
General Clinicians have widened the 
application of US by daily trials on 
conditions which have failed to respond 
to ordinary therapy. Workers have 
reported outstanding results in more 
than 3,000 published papers. Osteo- 
arthritis,’ sinusitis,‘ epicondylitis,> bur- 
sitis,® phantom limb pain and reduc- 
tion of scar tissue’ have frequently 
responded amazingly to a single treat- 
ment. Local as well as nerve-root 
paravertebral approach has favorably 
influenced spondylitis, scleroderma, 
stomach ulcers and sympathetic re- 
flex dystrophy.’ Therapeutic results 
obtained by US energy have been 
ascribed® to several local reactions 
within living tissue: a) increased 
vascular and fluid circulation, b) an 
increase in cell membrane permeabil- 
ity provoking organic exchanges and 
osmosis, c) reactivation of previously 
impaired conductivity of cerebrospinal 
fibers and d) an increase in the pain 
threshold and a break in the pain cycle. 
An ultrasonic treatment with the 
Megason requires only a few minutes 
with a hand-held transducer applied 
locally and to the nerve roots supplying 
the area. The technic can be learned 
quickly by the physician or his nurse. 
An explanatory booklet, “Ultrasonics 
in a Nutshell? with abstracts from 
many published reports, prepared by 
the American Institute of Ultrasonics 
in Medicine, is available from The 
Birtcher Corp., Dept.A 0857, 4371 Val- 
ley Blvd., Los Angeles 32, California. 


1Matlin, E.: Med. Times, Vol. 83 (Aug.) 1955. *Aldes, J. H.: P: Am. Inst. Ultrasoni 
Medicine 4th Yr. Aug. 1955. F.: J. State of Alab 


of Med. Assn, State of Alabama, Jan. 1953. 


.: Proc. Am. Inst. Ultrasonics in Med. 4th Yr. Aug. 1955. 5Aldes, J. H.: 

Ibid. "Toback, B. M.: Rev. of Podiatric Research, Vol. 2, No. 1 (1958). 

Kuitert, J. H.: Archives of Phys. Med. Jay 
H 


*Rubin, David and 
1955. SPrivate communication to the au' 
igorijevic and others. 


sician. Increasing numbers of individuals 
and families seeking, but not finding, new 
types of health services in their commu- 
nities. 

We have some general concept of the 
gaps in our health programs. But a gap 
is not the sole measure of deficiency. We 
need to identify the causes of obsoles- 
cence and seek earnestly to remove them. 
{t is not good business or good public 
health practice to hold on to obsolete 
procedures and activities. 

We should address ourselves to this 
kind of appraisal, agonizing though it 
may be to some professional groups in 
public health practice. Our shortages of 
professional personnel are indeed vast. 
But, in our preoccupation with the esti- 


mated needs and no relief in sight, we 
have almost convinced ourselves that only 
more of the same will correct the defi- 
ciencies of our programs. On the con- 
trary, we have at least two good alterna- 
tives: more effective use of professional 
public health personnel and the employ- 
ment of other specialists and subprofes- 
sional groups. 

Over the past 24 years, the American 
Public Health Association has sought 
earnestly to raise the standard of educa- 
tional qualifications for the numerous 
specialty groups that make up the public 
health profession. In practice, however, 
too many of those who meet the qualifi- 
cations are kept on outmoded activities 
which make no demands on their hard- 
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won skills, have no use for their creativ- 
ity, their burgeoning ideas. Too many are 
burdened with routine administrative 
tasks for which they have not been, nor 
should have been, trained. 


LIBERATING CREATIVE POWERS 


While pressing forward with every 
financial and educational resource at our 
disposal to increase the supply of pro- 
fessional public health personnel, let us 
henceforth put a high priority on liberat- 
ing the creative powers of our present 
and future staffs. Their ideas and imagi- 
nation, tempered in the fire of meaningful 
experience, are what we need to design 
and build the new highways to health. 

How then to remove the burden from 
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overworked people who can’t think, sim- 
ply because there is no time to think? I 
have no ready answers to the question; 
no one individual can produce the best 
answers. 

For what it’s worth, however, try this 
on for size. If you had one or more spe- 
cialists in public administration to share 
your burden of organizational and ad- 
ministrative planning and execution, or 
even enough administrative assistants to 
deal with the details of fiscal and budget 
matters, personnel administration, and so 
on, how much more time would you have 
to meditate: To meditate on the incal- 
culable present and future problems in 
your area? To work and plan with your 
counterparts in State programs such as 


welfare, education, rehabilitation, hous- 
ing, rural and industrial development ? To 
consider with your fellow State health 
officers in nearby jurisdictions the urgent 
regional health problems of common con- 
cern? 

We have made a little progress in ac- 
cepting the idea of using less highly 
qualified nursing personnel as a means of 
conserving the skills of our scant supply 
of public health nurses. Clinic nurses and 
practical nurses are being employed in 
local health departments with increasing 
frequency. But, nationwide, we haven't 
employed nearly enough, or nearly enough 
clerks and clinic aides to allow public 
health nurses to serve the community as 
widely as they could if they did not also 
have to be record clerks, receptionists, 
and housekeepers. 

Is there a possibility that all local 
health departments could benefit by the 
help of a volunteer group, something 
akin to the Gray Ladies of the American 
National Red Cross? 

Perhaps some of the other health de- 
partment programs, besides public health 
nursing, could use the services of volun- 
teers. We are urging community surveys 
to get the facts upon which to base the 
needed modernizing of our programs. 
There are many jobs in community sur- 
veys for specially trained and disciplined 
volunteers. They would never lack work 
to do in a local health department, I 
warrant. 

In the same connection, can we use 
our personnel, facilities, and funds at the 
local level more efficiently by doing some 
of the essential jobs regionally and with 
more automation? Modern means of com- 
munication and our great new system of 
highways are leveling the roadblocks of 
time and distance. We should use these 
facilities to help break some of public 
health’s traffic jams. I am thinking espe- 
cially of local laboratory services and 
statistical programs. Perhaps we could 
have more specialists in local health serv- 
ices if we were willing to regionalize 
these activities. 

Meantime, the Health Amendments Act 
of 1956, which became law (P. L. 911, 
84th Cong.) on August 2, 1956, has made 
a good start toward increasing the supply 
of professional public health personnel, 
nurse educators, nursing supervisors and 
administrators, and practical nurses. By 
October 31, 32 schools of nursing and 
graduate schools of public health had 
applied for grants under title 1 of the 
act. The number of traineeships requested 
far exceeded our expectations, and even 
farther the resources, $1 million, avail- 
able for this year. For example, we have 
been able to approve only 130 of 276 
traineeships in public health nursing re- 
quested by the nursing schools, and only 
47 of the 84 traineeships requested by the 
schools of public health. In addition, the 
Service has awarded 89 individual trainee- 
ships. 

In the program for the advanced train- 
ing of professional nurses under title 2, 
we have proceeded along the same lines. 
The 1957 appropriation for this program 
is $2 million; grants are made to schools 
only. By October 31, grants had been 
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awarded to all 56 eligibie schools, cover- 
ing traineeships for 553 students. More 
than 400 traineeships requested could not 
be awarded for lack of funds. 

The training program for practical 
nurses is administered by the Office of 
Education of the Department of Health, 
Education, and Welfare. Two million dol- 
lars has been appropriated for trainee- 
ships, which will be awarded in the form 
of grants to the States. For every $1 
made available by a State in its expanded 
practical nurse training program, the 
Federal Government will grant $2 to pro- 
vide traineeships, up to a total Federal 
expenditure of $2 million this year. A 
commissioned nurse officer of the Public 
Health Service has been detailed to the 
Office of Education as a consultant in 
the practical nurse training program. A 
citizens advisory committee is being as- 
sembled to help in the administration of 
the program, and nursing consultants are 
being employed to aid in expanding en- 
rollments in practical nursing schools. 

These new Federal programs to help 
augment the supply of health personnel 
by no means reduce, but possibly increase, 
the needs for inservice training at every 
level—national, State, and local. The sim- 
plest types of inservice training are those 
concerned with the use of new techniques 
and new equipment. The application of 
the cytologic test for preinvasive cervical 
cancer is a case in point. So also is the 
use of air pollution detectors and a host 
of other new techniques which could be 
widely applied if more subprofessional 
personnel were trained to do those parts 
of the procedure within their competence. 

At professional levels, broad orienta- 
tion in certain new problem areas must 
be provided on the job or in regional 
short courses for staff members who 
completed their academic training before 
the information now available had been 
developed. I have in mind such fields as 
radiological health, up-to-date civil de- 
fense and disaster relief, and regional 
development. 


UNDERSTANDING OF HUMAN 
BEHAVIOR 

In all our tooling: up to design new 
highways to health, we should recognize 
our public health profession’s need for 
some orientation, some training in the 
behavioral sciences. The day will come 
soon when many State health departments 
will have a specialist or two from the 
fields of psychology and cultural anthro- 
pology on their permanent staffs or as 
frequently used consultants. The few 
that now have such specialists and we 
in the Federal agencies will learn to use 
their services more effectively. For it 
should be clear to all of us by now that 
the health programs of the future will 
lead nowhere if they are not based on 
a sounder understanding of human be- 
havior than is afforded most of us by our 
good will toward man and our intuition. 

The community is our field. Here we 
must demonstrate the value, and the very 
reason for being, of public health and 
preventive medicine, or we fail. And the 
community is not so many square miles 
of structures, so many sewer lines and 
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water pipes, so many birth and death 
certificates and case reports. The com- 
munity is people of all ages, of all sorts 
and conditions, and they all behave not 
only as individuals but as groups, bound 
in many and widening circles by common 
beliefs, attitudes, and needs. 

We often draw an analogy between the 
role of the personal physician and the 
local “health officer. We say that as the 
former is responsible for diagnosing and 
treating the individual patient, using the 
services of specialists when they are 
needed, so the latter bears a like responsi- 
bility to the community. If this be so, I 
would say the local health officer needs 
a consultant in behavioral science per- 
haps even before he begins to diagnose, 


and certainly before he institutes any 
form of therapy requiring the acceptance, 
consent, and action of any sizable part of 
the community. If some of you think I 
go too far along this line, there is a 
growing experience and literature to bol- 
ster my contentions. Take a look, for 
instance, at “Health, Culture, and Com- 
munity,” edited by Benjamin David Paul. 
You will find these studies, some drawn 
from our own American society, illumi- 
nating and stimulating. 


MEDICAL AND RELATED RESEARCH 

That mention of studies reminds me 
that I have said nothing so far about 
medical and related research as a pre- 
requisite to modernizing our highways to 
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health. Perhaps this is because so much 
has already been said that some of us 
begin to think that all the basic and ap- 
plied answers to our major health prob- 
lems must be found before effective 
changes in services and programs can be 
made. We want, and must have, research 
and application going forward shoulder 
to shoulder. 

Let me say that the Public Health 
Service will do everything in its power 
to promote and assist the development of 
research in, by, and with State and local 
health departments. 

By and large, the findings of the past 
decade have found swifter, more wide- 
spread application in medical practice and 
hospital care than in public health pro- 


grams. There is a special bridge that 
needs to be built to give us the needed 
shortcut. And that bridge is the kind of 
operational research that health depart- 
ments are eminently suited to undertake. 
Actually, many of the questions I have 
been raising can be answered only by 
careful studies. 

Also, our health departments must take 
a much more important part in epidemio- 
logical research than they have been tak- 
ing. Some of you may recall Dr. Joseph 
Mountin’s statement : “The health depart- 
ment is the only place a young physician 
can study healthy people along with the 
sick.” The same could be said of the 
medical research scientist. The study of 
human biology and pathology in its nat- 
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ural setting, the human community, is 
indispensable. The principles of epidemi- 
ology have been developed and applied to 
parts of that essential study by public 
health scientists as their profession’s 
unique contribution. Our major contem- 
porary health problems present a chal- 
lenge to epidemiology, no less than to 
experimental and clinical research. Our 
health departments should join with their 
scientific colleagues in taking up that 
challenge. 

Besides the unquestioned additions such 
studies will make to public health knowl- 
edge and methodology, we shall realize 
untold benefits in removing one of the 
major causes of obsolescence in our 
health programs. And that is the isola- 
tion of many State and Iccal health staffs 
from the stimulus of scientific inquiry 
and fruitful contacts with academic and 
research institutions. I see cooperative 
research, involving health departments 
with universities, or schools of public 
health, or medical schools, or the Public 
Health Service, as an aid to recruitment 
such as we have not had in years. 

The few issues I have discussed by no 
means cover the gamut of problems we 
face together nor the victories we have 
shared. They have seemed to me espe- 
cially important at this point in time, 
when the future strength and competence 
of our Federal, State, and local health 
departments seem especially vital to our 
Nation. 

Someone has said that “ideas are the 
life of a people.” The effective planning 
and development of our health services 
is no less dependent on ideas. And at the 
present time of transition, no idea is too 
simple to be unworthy of a trial. We 
cannot build health highways by talking, 
but only by putting ideas to work. This 
means that top level health officials must 
be receptive to ideas, even to ideas that 
suggest the abandonment of obsolete 
procedures and activities, the develop- 
ment of new programs and methods of 
organization and staffing. 


Survey of 
animal ringworm 


in the United States* 


Robert W. Menges, D.V.M., M.P.H., 
and Lucille K. Georg, Ph.D.+ 


Ringworm in animals appears to be 
sufficiently common in the United States 
to present a potential public health prob- 
lem. In August 1953 a study was initiat- 
ed to determine which fungi were the 


*Reprinted from Public Health Reports, June 
1957. 

+Dr. Menges is a public health veterinarian 
in the Leptospira Research Laboratory, and Dr. 
Georg is a mycologist in the Mycology Unit, 
Communicable Disease Center, Public Health 
Service, Chamblee, Ga. 
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common causes of ringworm in animals, 
to obtain data concerning the epizootiol- 
ogy of ringworm, and to determine the 
role of animals in the spread of infection 
to man. The plan and the objectives of 
the study have already been described,’ 
and reviews of the literature on animal 
ringworm have been published recently.?* 
This paper summarizes the data accumu- 
lated during the 2-year period August 
1953 through August 1955. 

Veterinarians in 32 States assisted in 
the study, collecting specimens of hair 
from domestic, captive, and wild animals. 
In most of the wild animals, skin lesions 
were not present. 

In the laboratory, al! hairs were checked 
with a Wood’s lamp for fluorescence, and, 
using 10 percent potassium hydroxide, a 
direct microscopic examination for fungus 
elements was made. Following this pre- 
liminary examination, the hairs were cul- 
tured on cycloheximide medium’ and held 
at 25° C. for a minimum of 1 month be- 
fore being discarded as negative. 

Specimens of hair from 1,073 domestic 
animals were cultured. Dermatophytes 
were isolated from 277, or 26 percent. In 
addition, hair specimens from 1,465 wild 
and captive animals were cultured, and 
dermatophytes were isolated from 243, or 
17 percent. Thus, a total of 2,538 speci- 
mens of animal hair were cultured and 
dermatophytes were isolated from 520, 
or 20 percent. 

Five different pathogenic organisms 
were identified among the. animal isolates. 
These included Microsporum canis from 
cats, dogs, monkeys, and a chinchilla; 
Microsporum gypseum from dogs, mice, 
and rats; Trichophyton mentagrophytes 
froms dogs, chinchillas, guinea pigs, a 
kangaroo, mice, rats, and an opossum; 
Trichophyton equinum from horses; and 
Trichophyton verrucosum from cattle 
and a burro. In addition, a variety of 
M. gypseum which was designated 4J/. 
gypseum (red variety) was isolated from 
rats and mice. Dr. L. Ajello, of the Com- 
municable Disease Center’s Mycology 
Unit, describes this variety as a new 
species. A similar organism has been 
isolated from soil obtained from Idaho 
and Washington by .Cooke,’ frém Michi- 
gan by Ajello, and from Georgia by 
Menges.® 


Lesions were found in 408 of the 520 
animals with ringworm. Scaling, circular 
lesions with alopecia were most common. 
The most common locations of the lesions 
were the head, the neck, and the leg. 

The animal hairs were examined by 
culture, by direct microscopic examina- 
tion, and by Wood’s lamp for fluores- 
cence. Of 290 cases which were positive 
by culture, only 117 (40 percent) were 
positive by direct microscopic examina- 
tion and 46 (16 percent) by Wood's 
lamp. These results emphasize the value 
of cultures in diagnosing ringworm in- 
fections since Trichophyton-infected hairs 
usually do not fluoresce and infected 
hairs may be overlooked in direct ex- 
amination. 

HUMAN CONTACTS 


An attempt was made to gather evi- 
dence of the development of skin lesions 
in human beings in homes where infected 
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animals were kept. A history of such le- 
sions was found in 59, or 31 percent, of 
192 families in homes in which 252 in- 
fected dogs and cats were kept. Presump- 
tive ringworm was found in 14 of 120 
(12 percent) of the families associated 
with canine cases and in 45 of 72 (63 
percent) of the families associated with 
feline cases. This information was ob- 
tained from the owners of infected ani- 
mals by the veterinarians who attended 
the animals and by followup studies. 


Thirty-four human outbreaks were 
thought to be caused by infected cats and 
only 12 outbreaks, by infected dogs. The 
number of individuals involved in any 
one outbreak varied from 1 to 16; the 
total number of suspected cases was 107. 


The outbreaks occurred in 16 States. 


INFECTIONS IN DOGS 


Specimens of hair from 641 dogs were 
cultured; 127 dogs (19.8 percent) had 
ringworm. M. canis was isolated from 77 
(12 percent), M. gypseum from 46 (7.2 
percent) and 7. mentagrophytes from 4 
(0.6 percent). Keratinomyces ajelloi was 
isolated from a 4-year-old male fox ter- 
rier from New Jersey with suppurative 
lesions on its head. K. ajellot, however, 
has not been proved to be a pathogen. 

Thirty-nine percent of the dogs under 
1 year of age were positive for ring- 
worm. This percentage decreased with 
age; only 1 percent were positive in dogs 
7 years of age and over. 


..AND LOSE WEIGHT SAFELY 


@ Reducing patients eat much the same 
foods as other family members. No special 
foods, no special preparation. That’s why 
the Dretene 1000 Calorie Diet is easy to 
stick to! 

@ Between-meal Drerene snacks (4 table- 
spoons DiETENE Reducing Supplement in 
1 cup skim milk) maintain better nutri- 
tional balance than an ordinary diet! 
Hunger is satisfied, not suppressed. 

@ The Dietene Diet is ideal for hyper- 
tension and cardiac cases. No drugs are 


DIETENE DIET IS BASED 
ON DIETENE... 


the high-protein, vitamin- 
fortified Reducing Supplement 


involved! 


NOT ADVERTISED TO THE LAITY 


ON THE DIETENE DIEY 


@FREE continuing diet service saves 
time for you and your office help, yet each 
diet sheet looks individually typed! 


DIETENE is available at all drug stores in plain or chocolate 
flavors. 1 Ib. ($1.59) is full 8-day supply. 


Mail Coupon for FREE 1-1b. can DIETENE 
Reducing Supplement and sample 
DIETENE Diet sheets. 


DO 87 


THE DIETENE COMPANY 
3017 Fourth Ave. S., Minneapolis 8, Minn, 


| would like to examine the Dietene Diet based on DIETENE 
Reducing Supplement. Please send diet sheets and FREE one 
pound sample of DIETENE. 


City. Jone. State. 


79 


Reducing patients can | 
EAT 
| 
| 
| : 
| 
| 
— | 
| | 
-| 
eee if 
| 


“...More Maalox! Well, that’s one antacid they all seem to like— 
works like a charm, doesn’t constipate, tastes good—no problems ...’’ 


eee eee 


MAALox®, an efficient antacid suspension of mag 
Bottles of 12 fluidounces; Tablets, 0.4 Gm., Bottles of 100. 


Samples on request. 


H. Rorer, InNc., Philadelphia 44, Pennsylvania 


lumi hydroxide gel; 


There did not appear to be a marked 
difference in susceptibility between the 
sexes; 78 (23 percent) of 342 males and 
49 (17 percent) of 281 females were 
positive. 

The data on breed group and age were 
too scanty to determine definite differ- 
ences in susceptibility to ringworm; how- 
ever, the data indicated that all breed 
groups were involved. Breeds were 
grouped according to the American Ken- 
nel Club classification. In the groups 
aged | and 2 years, the percentages posi- 
tive were quite similar, possibly indicating 
that the breed of the animal is not an 
important factor in susceptibility to in- 
fection. 

Twenty-two (14 percent) of 152 dogs 
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cultured in the spring were positive, 43 
(19 percent) of 227 cultured in the sum- 
mer, 35 (22 percent) of 159 cultured in 
the fall, and 27 (26 percent) of 103 cul- 
tured in the winter. January was the 
peak month, with 10 (30 percent) of the 
33 cultures positive. 

Only 14 (11 percent) of the 127 canine 
cases of ringworm were found in rural 
areas. Six (7.7 percent) of the M. 
canis cases and 8 (17.3 percent) of 
the M. gypseum cases were in rural 
areas. 

Outbreaks of ringworm among groups 
of dogs were not common. Only one M. 
canis outbreak and two M. gypseum out- 
breaks were found in this study. All of 
the outbreaks occurred among litter mates. 


INFECTIONS IN CATS 


Outbreaks of ringworm among cats 
were much more common than outbreaks 
among dogs. Ten outbreaks among cats 
were found in the survey; six of these 
occurred in breeding establishments. 

Specimens of hair from 281 cats were 
cultured and M. canis was isolated from 
125 (45 percent) of these. M. canis was 
the only dermatophyte isolated. 

Sixty-seven percent of the cats under 
1 year of age had ringworm. Although 
the percentage of positive cats decreased 
with age, ringworm was found in cats of 
all ages. 

There did not appear to be a marked 
difference in susceptibility to ringworm 
between the sexes. Fifty-seven (40 per- 
cent) of 144 males cultured, and 64 (49 
percent) of 130 females cultured were 
positive. In the group under 1 year of 
age, 36 (68 percent) of 53 males and 34 
(64 percent) of 53 females were positive. 
In the group aged 1-2 years, 13 (30 per- 
cent) of 44 males and 14 (34 percent) of 
41 females were positive. 

‘The data on breed and age were scanty, 
hut there appeared to be a difference in 
the percentage of infections in purebred 
cats and in cats of mixed breed. This 
difference may indicate either that ring- 
worm is apt to develop more readily 
among groups of cats confined in breed- 
ing establishments or that purebred cats 
are more susceptible to ringworm than 
other types of cats. 

The peak months for the occurrence 
of ringworm among cats were September, 
October, and November. However, the 
numbers of cases are too few to admit 
of any definite conclusions. An analysis 
of the data according to season showed 
that 9 (21 percent) of 43 cats cultured 
in the spring were positive, 38 (37 per- 
cent) of 103 cultured in the summer, 67 
(71 percent) of 94 cultured in the fall, 
and 11 (27 percent) of 41 cultured in the 
winter. 

Only 2 (1.6 percent) of the 125 feline 
cases occurred in rural areas. 


INFECTIONS IN CATTLE AND HORSES 


Specimens of hair from 105 cattle were 
cultured and T. verrucosum was isolated 
from 21 (20 percent). T. verrucosum 
was the only dermatophyte isolated. The 
21 cases were from 10 States and repre- 
sented 14 herds of cattle. 

The ringworm cases occurred among 
both dairy and beef cattle, including 
Hereford, Aberdeen Angus, Brahman- 
Hereford cross, Jersey, Guernsey, and 
Holstein. 

The disease occurred among cattle on 
the range, in feed lots, and on small dairy 
farms. In some outbreaks, 25 to 50 per- 
cent of the animals had skin lesions. The 
number of isolations reported does not 
represent the total number of cases of 
ringworm in the 14 herds. 

Although there was no history of hu- 
man infection among the individuals asso- 
ciated with the infected cattle, such trans- 
mission has been reported in the United 
States." 

Specimens of hair from 29 horses were 
cultured and 7. equinum was isolated 
from 3 (10 percent): a saddle horse 
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from Florida, a Tennessee walking horse 
from Ohio, and a thoroughbred horse 
from New Jersey. A recent study of 
ringworm of the horse by Georg and co- 
workers,* with special reference to T. 
equinum, emphasizes that T. equinum is 
distinct from 7. mentagrophytes. 


INFECTIONS IN CAPTIVE AND 
WILD ANIMALS 

The organism most commonly isolated 
from captive animals was 7. mentagro- 
phytes. This organism was isolated from 
6 chinchillas, 141 guinea pigs, and a 
kangaroo. AM. canis, which appeared to 
be prevalent among monkeys, was isolat- 
ed from 6 to 8 monkeys from Florida. 
M. canis was also isolated from one chin- 
chilla. 

Most of the specimens of hair from 
wild animals were obtained through a co- 
operative study on ringworm which was 
carried on with the Communicable Dis- 
ease Center’s Newton Field Station, New- 
ton, Ga. Only 16 cf 1,142 specimens from 
southern Georgia were from wild ani- 
mals with skin lesions. The 1,142 speci- 
mens of hair were from 21 species of 
wild animals. Dermatophytes were isolat- 
ed from 88 wild animal specimens (7.7 
percent) from southern Georgia. 

The organisms isolated from wild ani- 
mals were: AM. gvpseum, gypseum 
(red variety), and T. mentagrophytes. 
The “red variety” of M. gypseum dif- 
fered from the typical M. gypseum since 
the macroconidia had thicker walls and 
the colony developed a deep blood-red 
pigment in the agar. The red variety of 
M. gypseum was frequently isolated from 
cotton rats and field mice. 


DISCUSSION 


Cats and dogs appear to be important 
transmitters of ringworm infection to 
man. Cattle are also of significance in 
this respect; however no evidence of hu- 
man contagion from this source was 
found in this survey. A recent report by 
Torres and co-workers indicates that 
chickens may transmit ringworm infec- 
tion.” 

M. canis was most commonly trans- 
mitted to man by .cats or dogs. The 
young kitten with ringworm lesions was 
suspected of being the most frequent 
source of human outbreaks. Since there 
is no evidence that M. canis exists as a 
saprophyte in nature, it would appear that 
control of M. canis ringworm infections 
in the cat and dog would prevent V/. 
canis infection in man. To accompl'sh 
this, at least two measures would be 
needed: (a) the control of breeding es- 
tablishments and (b) the elimination of 
stray dogs and cats. Such a program has 
been developed by La Touche in Leeds, 
England, and has met with notable suc- 
cess.” 

The three cases of equine ringworm 
diagnosed in this survey were caused by 
T. equinum. This fungus is of particular 
interest, for hitherto it has not been rec- 
ognized as a distinct species in this coun- 
try. A study of equine ringworm by 
Georg and has established 
that this orga: , commonly associated 
with the hors 2 ‘listinct species and 
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should not be considered to be merely a 
variety of 7. mentagrophytes. 

The survey of wild animals revealed 
that ringworm caused by T. mentagro- 
phytes is apparently common among ro- 
dents. It °s interesting that these animals 
harbor this fungus without demonstrat- 
ing any clinical signs of infection. The 
fact that the greatest number of infec- 
tions occurred among rats which fre- 
quented barns and farm premises suggests 
that these animals may be a source of T. 
mentagrophytes infections in human pop- 
ulations in rural areas. It would not 
appear to be necessary for human beings 
to have direct contact with rats in order 
to acquire infection since it has been 
found that dermatophytes on hairs or 


skin scales may remain viable for many 
months. It is probable that certain areas 
of farm premises, especially feed bins 
and barns, may be contaminated by spores 
and infected hairs shed by rodents. Be- 
cause of their ubiquity and abundance, 
rodents would constitute a more likely 
source of human infection than the occa- 
sional infected dog or other farm animal. 

Second to M. canis, M. gypseum ap- 
pears to be the most common cause of 
ringworm among dogs in the United 
States. Verification of 46 cases during 
the 2-year period of this survey was quite 
surprising since this type of ringworm 
had previously been thought to be rare in 
animals. The recently acquired knowledge 
that M. gypseum is a common soil sapro- 
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phyte,” however, suggests that infecticn 
should be common in animals. The sup- 
posed rarity of M. gypseum infections is 
probably due to the fact that cultures are 
seldom made from animals suspected of 
having ringworm. 


SUMMARY 


In a survey of domestic, captive, and 
wild animals for ringworm, dermato- 
phytes were isolated from 520 (20 per- 
cent) of the 2,538 hair specimens cultured. 
The organisms commonly isolated were 
Microsporum canis from cats, dogs, mon- 
keys, and chinchillas; Microsporum gyp- 
seum from dogs, mice, rats; Trichophyton 
mentagrophytes from dogs, horses, chin- 
chillas, guinea pigs, mice, rats, a kanga- 
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roo, and an opossum; and Trichophyton 
verrucosum from cattle and a_ burro. 
Data are presented concerning the fre- 
quency of skin lesions, method of diag- 
nosis, and the epizootiological aspects of 
canine and feline ringworm. The results 
indicate that ringworm is a common dis- 
ease among animals in the United States. 
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PERIPHERAL CIRCULATION in health 
and disease. By Walter Redisch, M.D., F.A.C.P., 
Associate Professor of Clinical Medicine, New 
York University College of Medicine; and Fran- 
cisco F, Tangco, M.D., B.S., Assistant Pro- 
fessor of Medicine, University of the Philippines 
Medical School, Manila, P.I.; Research Fellow, 
New York University College of Medicine; with 
a special section by R. L. deC. H. Saunders, 
M.D., F.R.S.E., Professor and Head of the De- 
partment of Anatomy, Dalhousie University 
Medical School; Halifax, Nova Scotia, Canada, 
and associates. Cloth. Pp. 154, with illustra- 
tions. Price $7.75. Grune & Stratton, 381 Fourth 
Ave., New York 16, 1957. 


HEALTH PRINCIPLES AND PRACTICE. 
By C. V. Langton, B.S., M.S., Dr.P.H., Ed.D., 
Director of Physical Education, Oregon State 
College; Formerly Visiting Professor, Univer- 
sity of Michigan and University of Hawaii; C. 
L. Anderson, B.S., M.S., Dr.P.H., Professor 
of Hygiene and Health Education and Chair- 
man of Hygiene and Environmental Sanitation, 
Oregon State College; Formerly Professor of 
Biological Science and Health Education, Michi- 
gan State University; Head and Professor of 
Physiology, Hygiene, and Public Health, Utah 
State University; Visiting Professor, Univer- 
sity of Utah and University of the State of 
New York. Ed. 2. Cloth. Pp. 491, with illus- 
trations. Price $4.75. The C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 1957. 


MAGNETIC REMOVAL OF FOREIGN 
BODIES The Use of the Alnico Magnet in the 
Recovery of Foreign Bodies From the Air Pas- 
sages, The Esophagus, Stomach and Duodenum. 
By Murdock Equen, M.D., F.A.C.S., Recipient 
of the Thomas A. Edison Foundation Gold 
Award for Achievement and Contribution to the 
Arts and Sciences, 1944; Member of: American 
Laryngological Association; American Broncho- 
Esophagological Association; American Laryn- 
gological, Rhinological and Otological Society; 
American Academy of Ophthalmology and Oto- 
laryngology; Fulton County Medical Society; 
Southern Medical Association; American Med- 
ical Association; Fellow of the Southeastern 
Surgical Congress; Diplomate of the American 
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Board of Otolaryngology; Founder and Chief 
of Staff of Ponce de Leon Infirmary. Cloth. Pp. 
94, with i'lustrations. Price $4.50. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1957. 


CIBA FOUNDATION SYMPOSIUM ON 
THE CHEMISTRY AND BIOLOGY OF PU- 
RINES. Editors for the Ciba Foundation, G. E. 
W. Wolstenholme, O.B.E., M.A., M.B., B.Ch.; 
and Cecilia M. O'Connor, B.Sc. Cloth. Pp. 327, 
with illustrations. Price $9.00. Little, Brown & 
Company, 34 Beacon St., Boston 6, 1957. 


MANAGEMENT OF THE PATIENT WITH 
HEADACHE. By Perry S. MacNeal, M.D., 
F.A.C.P., Physician to Pennsylvania Hospital 
and Benjamin Franklin Clinic, Philadelphia; 
Assistant Professor of Clinical Medicine, Jeffer- 
son Medical College; and Bernard J. Alpers, 
M.D., Sc.D. (Med.) F.A.C.P., Professor and 
Head of the Department of Neurology, Jeffer- 
son Medical College; Consulting Neurologist to 
Benjamin Franklin Clinic of Pennsylvania Hos- 
pital, Philadelphia; and William R. O’Brien, 
M.D., F.A.P.A., Psychiatrist and Head of the 
Department of Psychiatry, Pennsylvania Hospi- 
tal; Associate Physician to the Benjamin Frank- 
lin Clinic of the Pennsylvania Hospital; Instruc- 
tor in Psychiatry, Jefferson Medical Coilege. 
Cloth. Pp. 145. Price $3.50. Lea & Febiger, 
Washington Square, Philadelphia 6, 1957. 


FLUID AND ELECTROLYTES IN PRAC- 
TICE. By Harry Statland, M.D., Associate in 
Medicine, University of Kansas School of Medi- 
cine, Chief, Division of Internal Medicine, Me- 
norah Medical Center, Kansas City, Missouri; 
Consultant in Medicine, Veterans Administra- 
tion Hospital, Kansas City, Missouri. Ed. 2. 
Cloth. Pp. 229, with illustrations. Price $6.00. 
J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1957. 


OPERATIVE SURGERY. Volume 3. Rectum 
and Anus; Thorax. Edited by Charles Rob, 
M.C., M.CHIR., F.R.C.S., Professor of Sur- 
gery, St. Mary’s Hospital, London; and Rodney 
Smith, M.S., F.R.C.S., Surgeon, St. George’s 
Hospital, Lendon. Cloth. Pp. 215, with illus- 
trations. Price $19.50. F. A. Davis Company, 
1914-16 Cherry St., Philadelphia 3, 1957. 


GOUT. By John T. Talbott, A.B., M.D., 
D.Sc. (Hon.), Professor of Medicine, Univer 
sity of Buffalo School of Medicine; Physician- 
in-Chief, Buffalo General Hospital, Buffalo, New 
York. Cloth. Pp. 205, with illustrations. Price 
$6.75. Grune & Stratton, 381 Fourth Ave., New 
York 16, 1957. 


PRINCIPLES OF MICROBIOLOGY. By 
Charles F. Carter, B.S., M.D., Director, Carter's 
Clinical Laboratory, Dallas, Texas; Consulting 
Pathologist, St. Louis. Southwestern Railway 
Hospital, Texarkana, Arkansas; Consulting 
Pathologist, St. Joseph’s Hospital, Paris, Texas; 
Formerly Instructor in Pathology and Applie:l 
Microbiology, Parkland Hospital School of 
Nursing, Dallas, Texas; and Alice Lorraine 
Smith, A.B., M.D., Associate Professor of Path- 
ology, Baylor University College of Medicine; 
Instructor in Microbiology, Department of 
Nursing, Sacred Heart Dominican College and 
St. Joseph’s Hospital; Pathologist, Houston Tu- 
berculosis Hospital, Houston, Texas; Formerly 
Instructor in Microbiology and Pathology, 
Parkland Hospital School of Nursing, Dallas, 
Texas; Formerly Assistant Professor of Pathol- 
oxy, Southwestern Medical Branch of the Uni- 
versity of Texas, Dallas, Texas. Ed. 3. Cloth. 
Pp. 665, with illustrations. Price $5.00. The C. 
V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1957. 


GOEPP’S MEDICAL STATE BOARD 
QUESTIONS AND ANSWERS. By Harrison 
F. Flippin, M.D., Professor of Clinical Micro- 
biology, The Graduate School of Medicine, The 
University of Pennsylvania. Ed. 9. Cloth. Pp. 
569. Price $8.00. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1957. 


CLINICAL APPLICATIONS OF SUGGES.- 
TION AND HYPNOSIS. By William T. 


VoL. 56, Aucust 1957 


ARIOSTO NARDOZZZ 


Preparation of choice for Management of Recurrent Throb- 
bing Headaches ...e.g. Migraine / Relief in 90% of Over 2000 
published cases reported to date / Forms: Cafergot tablets, Cafergot sup- 
positories.../ Oral dose: 2 to 6 tablets at onset of attack; Rectally: 1 suppository, repeat after 1 hr. if needed. / 


Each Cafergot tablet contains: «rgotamine tartrate 1 mg., Caffeine 100 mg. 


SANDOZ 


Hanover, New Jersey 


Heron, M.A., Ph.D., Professor of Psychology, 
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sota. Ed. 3. Cloth. Pp. 165. Price $3.75. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Lll., 1957. 


ANNALS OF THE NEW YORK ACAD. 
EMY OF SCIENCES. Volume 67, Art. 10, 
pp. 671-894, May 9, 1957. Other Agents Used 
in Mental Disturbances. Editor-in-Chief, Otto 
v. St. Whitelock. Paper. With illustrations. 
Price $4.00. New York Academy of Sciences, 
2 East 63rd St., New York 21, 1957. 


PRACTITIONERS’ CONFERENCES Held 
at The New York Hospital-Cornell Medical 
Center. Volume 6. Edited by Claude E. Fork- 
ner, M.D., F.A.C.P., Professor of Clinical 
Medicine, Cornell University Medical College; 
Attending Physician, The New York Hospital; 
Consultant in Medicine (Hematology), Roose- 
velt Hospital; Consultant in Internal Medicine, 
Bronx Veterans Administration Hospital. Cloth. 


Pp. 378. Price $6.75. Appleton-Century-Crofts, 
35 W. 32nd St., New York 1, 1957. 


FUNDAMENTALS OF GENERAL SUR- 
GERY. By John Armes Gius, M.D., D.Sc. 
(Med.), F.A.C.S.; Professor of Surgery, Col- 
lege of Medicine, State University of Iowa. 
Cloth. Pp. 720, with illustrations. Price $12.50. 
Year Book Publishers, Inc., 200 E. Illinois St., 
Chicago 11, 1957. 


SCHIZOPHRENIA in Psychoanalytic Office 
Practice. By Alfred H. Rifkin and 30 contrib- 
utors. Cloth. Pp. 150. Price $4.00. Grune & 
Stratton, 381 Fourth Ave., New York 16, 1957. 


SYNOPSIS OF OBSTETRICS. By Jennings 
C. Litzenberg, B. Sc., M.D., F.A.C.S. Late 
Professor Emeritus of Obstetrics and Gynecol- 
ogy, University of Minnesota Medical School, 
Minneapolis; Revised by Charles E. McLennan. 
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M.D., Professor of Obstetrics and Gynecology, 
Stanford University School of Medicine, San 
Francisco. Ed. 5. Cloth. Pp. 403, with illus- 
trations. Price $6.00. The C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 1957. 


CRYPTORCHISM. By Charles W. Charny, 
M.D., Associate Attending Urologist, Albert 
Einstein Medical Center, Southern Division, 
Philadelphia; and William Wolgin, M.D., As- 
sistant Urologist, Albert Einstein Medical Cen- 
ter, Southern Division, Philadelphia. Cloth. Pp. 
140, with illustrations. Price $5.85. Paul B. 
Hoeber, Medical Book Department of Harper 
& Brothers, 49 E. 33rd St., New York 16, 1957. 


THE DIAGNOSIS AND TREATMENT OF 
ENDOCRINE DISORDERS IN CHILDHOOD 
AND ADOLESCENCE. By Lawson Wilkins, 
M.D., Associate Professor of Pediatrics, The 
Johns Hopkins University, The Harriet Lane 
Home, The Johns Hopkins Hospital, Baltimore, 
Maryland. Ed. 2. Cloth. Pp. 526, with illus- 
trations. Price $17.50. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, 
Ill., 1957. 


UROLOGICAL SURGERY. By Austin In- 
gram Dodson, M.D., F.A.C.S., Richmond, Vir- 
ginia, Professor of Urology, Medical College of 
Virginia; Urologist to the Hospital Division, 
Medical College of Virginia; Urologist to Crip- 
pled Children’s Hospital; Urologist to St. Eliza- 
beth’s Hospital; Urologist to St. Luke’s Hospi- 
tal and McGuire Clinic. Ed. 3. Cloth. Pp. 868, 
with illustrations. Price $20.00. The C. V. 
Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1956. 


SYSTEMIC ARTERIAL EMBOLISM. Path- 
ogenesis and Prophylaxis. By John Martin As- 
key, M.D., Associate Clinical Professor of Medi- 
cine, University of Southern California, School 
of Medicine. Cloth. Pp. 157, with illustrations. 
Price $5.75. Grune & Stratton, 381 Fourth Ave., 
New York 16, 1957. 


A MANUAL OF PHARMACOLOGY and 
its applications to Therapeutics and Toxicology. 
By Torald Sollmann, M.D., Professor Emeritus 
of Pharmacology and Materia Medica, School 
of Medicine, Western Reserve University, Cleve- 
land, Ohio. Ed. 8. Cloth. Pp. 1535. Price 
$20.00. W. B. Saunders Company, West Wash- 
ington Square, Philadelphia 5, 1957. 


POEMS OF DEVOTION AND MEDITA.- 
TION. By Lester P. Fagen. Cloth. Pp. 80. 
Price $3.00. Exposition Press, 386 Fourth Ave., 
New York 16, 1957. 


CIBA FOUNDATION COLLOQUIA ON 
ENDOCRINOLOGY. Volume 10. Regulation 
and Mode of Action of Thyroid Hormones. 
Editors for Ciba Foundation, G. E. W. Wol- 
stenholme, O.B.E., M.A., M.B., B.Ch.; and 
Elaine C. P. Millar, A.H.-W.C., A.R.I.C. Cloth. 
Pp. 311, with illustrations. Price $8.50. Little, 
Brown & Company, 34 Beacon St., Boston 6, 
1957, 


OBESITY Its Cause, Classification, and Care. 
By E. Philip Gelvin, M.D., F.A.C.P., Associate 
in Medicine, New York Medical College, Flower 
and Fifth Avenue Hospital; Physician-in-Charge 
Obesity Clinic, Metropolitan Hospital, New 
York; and Thomas H. McGavack, M.D., 
F.A.C.P., Professor of Clinical Medicine, New 
York Medical College, Flower and Fifth Ave- 
nue Hospital, New York. Cloth. Pp. 146. Price 
$3.50. Paul B. Hoeber, Medical Book Depart- 
ment of Harper & Brothers, 49 E. 33rd St., 
New York 16, 1957. 


THE ELECTROCARDIOGRAM~—~Its Inter- 
pretation and Clinical Application. By Louis H. 
Sigler, M.D., F.A.C.P., F.C.C.P., F.A.C.C., at- 
tending cardiolegist and Chief of Cardiac Clin- 
ics, Coney Island Hospital; Attending Cardiolo- 
gist, Adelphi Hospital; Consulting Cardiologist, 
Rockaway Beach Hospital; Consulting Cardiolo- 
gist, Menorah Home and Hospital for the 
Aged; formerly Instructor in Medicine, New 
York Post Graduate Medical School, Columbia 
University, N.Y. Cloth. Pp. 312, with illustra- 
tions. Price $8.75. Grune & Stratton, 381 
Fourth Ave., New York 16, 1957. 
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X-RAY TECHNOLOGY. By Charles A. Ja- 
cobi, B.Sc., R.T.¢A.R.X.T.), M.T.. €A.S.C.P.), 
M.T. (A.M.T.) Head, X-Ray Technology, Ore- 
gon Technical Institute, Oretech, Oregon, and 
Donald E. Hagen, R.T.(A.R.X.T.) Instructor, 
X-Ray Technology, Oregon Technical Institute, 
Oretech, Oregon, with a foreword by James M. 
Hilton, M.D., Roentgenologist and Course Su- 
pervisor, X-Ray Technology, Oregon Technical 
Institute, Oretech, Oregon. Cloth. Pp. 410, with 
illustrations. Price $9.75. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 
1957. 


CLINICAL PROCTOLOGY. By J. Peerman 
Nesselrod, B.S., M.S., M.Sc. (Med.), M.D., 
F.A.C.S., F.A.P.S., Assistant Professor of Sur- 
gery, Northwestern University Medical School; 
Attending Surgeon, Division of Proctology, 
Evanston Hospital, Evanston, Illinois; Diplo- 
mate American Board of Proctology; Captain 
(MC), USNR. Ed. 2. Cloth. Pp. 296, with 
illustrations. Price $7.00. W. RB. Saunders Com- 
pany, West Washington Square, Philadelphia 5, 
1957. 


PRACTICAL OTOLARYNGOLOGY. By 
Gervais Ward McAuliffe, M.D., F.A.C.S., 
F.L.C.S., Associate Clinical Professor of Oto- 
laryngology, Cornell University Medical Col- 
lege, Attending Otolaryngologist, New York 
Hospital, Diplomate, American Board of Oto- 
laryngology, American Triological Society, 
American Board of Plastic Surgery, Harvey 
Society, Pan-Pacific Surgical Association. Cloth. 
Pp. 320, with illustrations. Price $7.00. Lands- 
berger Medical Books, Inc. Distributed by Mc- 
Graw-Hill Book Company, 330 W. 42nd Street, 
New York 36, 1957. 


THE SPECIALTIES IN GENERAL PRAC- 
TICE. Edited by Russell L. Cecil, M.D., Pro- 
fessor of Clinical Medicine, Emeritus, Cornell 
University Medical College, New York City 
and Howard F. Conn, M.D., Fellow, Depart- 
ment of Physiology, Baylor University College 
of Medicine and the Blue Bird Clinic, Meth- 
odist Hospital, Houston, Texas. Ed. 2. Cloth. 
Pp. 780, with illustrations. Price $16.00. W. -B. 
Saunders Company, West Washington Square, 
Philadelphia 5, 1957. 


PROGRESS IN PSYCHOTHERAPY. Vol. 
Il. Anxiety and Therapy. Edited by Jules H. 
Masserman, M.D., Professor of Neurology and 
Psychiatry, Northwestern University, Chicago; 
President, Academy of Psychoanalysis, Amer- 
ican Society of Biological Psychiatry, etc.; and 
J. L. Moreno, M.D., New York University, 
New York City; Co-president, International 
Congress of Group Psychotherapy; Physician in 
Charge, Moreno Sanitarium, Beacon, New York. 
Cloth. Pp. 264. Price $7.50. Grune & Stratton, 
381 Fourth Ave., New York 16, 1957. 


CLINICAL TOXICOLOGY. The Clinical 
Diagnosis and Treatment of Poisoning. By S. 
Locket, M.B., B.S., M.R.C.P. (London); Sen- 
ior Physician, Oldchurch Hospital, Romford, 
Essex; Physician-in-Charge, N.E. Metropolitan 
Regional Barbiturate Unit, Oldchurch Hospital, 
Romford, Essex; With special sections of The 
Identification and Estimation of Some Common 
Toxic Substances by W. S. M. Grieve, M.Sc., 
Ph.D.,F.R.1.C., Biochemist, Oldchurch Hospital, 
Romford, Essex; and The Identification and 
Botanical Characteristics of Some of the More 
Frequently Encountered Poisonous Plants by 
S. G. Harrison, B.Sc.; Senior Scientific Officer, 
Royal Botanic Gardens, Kew, England. Cloth. 
Pp. 772, with illustrations. Price $29.00. The 
C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1957. 


BLOOD PRESSURE SOUNDS AND 
THEIR MEANINGS. By John Erskine Mal- 
colm, B.Sc., M.B., Ch.B., F.R.C.S.; Wing 
Commander, Royal Air Force. Cloth. Pp. 93, 
with illustrations. Price $2.50. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1957. 


CLUES TO SUICIDE. Edited by Edwin S. 
Shneidman, Ph.D.; and Norman L. Farberow, 
Ph.D. Cloth. Pp. 227. Price $5.50. The Blakis- 
ton Division, McGraw-Hill Book Company, 330 
W. 42nd St., New York 36, 1957. 
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NEW ORAL TREATMENT FOR 


PRURITUS ANI 


PROMOTES ACIDURIC INTESTINAL FLORA 


Malt Soup Extract completely relieved 
intractable itching in 80 per cent of cases 
within an average of 3 days, followed by 
healing.’ 


NEW RATIONALE In pruritus ani, stools are usually strong- 
ly alkaline (check rectal pH w/litmus). 
By establishing and maintaining aciduric 
intestinal flora with Malt Soup Extract, 
feces have an acid reaction and pruritus 
disappears. 


Borcherdt’s Malt Soup Extract consists of non-di- 


astatic barley malt extract neutralized 
with potassium carbonate. 


Dose: 2 Tbs. A.M. and P.M. until itch- 
ing stops, then 1 Tbs. b.i.d. until healed. 
Supplied: Liquid: 8 oz. and pint jars. 


EQUALLY EFFECTIVE Powder: 8 oz. and 16 oz. jars (use heap- 
IN CONSTIPATION ing measure). 


Malt Soup Extract has been used for 
years to promote soft, easily evacuated 
feces naturally, by maintaining an acid- 
uric intestinal flora. 


MALT SOUP EXTRACT 


1. Brooks, L. H.: Use of Malt Soup Extract in Treat- 
ment of Pruritus Ani (to be published). 


Liguio SEND FOR SAMPLES AND LITERATURE 


FOR OLDER PATIENTS... ° 5 
- cothing Reliog 
= = CHRONIC URINARY INFECTIONS 


Urolitia can be given over long periods 
; ithout toxicity, without irritation, witho 
drug fastress.. to keep the urine free from 
coli, S. olbu,, S aureus... Promptly 
soothes the irritated membrane wile pro: 
viding bacteriostasis. 


METHENAMINE 
URINARY 


e BORCHERDT MALT EXTRACT co. 


2)7 Wolcott Ave Chicago 12, 


= 
= 
| 
Borcherdt 
BORCHERDT COMPANY - 217 N. Wolcott Ave., Chicago 12, Ill. 
SERVICE 
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Supplied: 

5 mg.and 2.5 mg. 
scored tablets; bottles 
of 30 and 100 


THREE TO FIVE TIMES AS EFFECTIVE AS HYDROCORTISONE 


t 
IP) PARKE, DAVIS & COMPANY 
 petroit 32, MICHIGAN 
ER » 


EFFECTIVE TREATMENT 
AND PREVENTION OF _ 


@ PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION © 380 SECOND AVE., NEW YORK 10, WN. Y. 


Journat A.O.A. 


| 
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CIBA 


SUMMIT, N. Jd. 


Serpasil is one of the safest, 

least toxic and most effective agents 
in general practice. Side effects, 
usually mild, are characteristic 

of all rauwolfia preparations. 

They may, however, be less troublesome 
than those caused by the whole 
rauwolfia root, which contains 
unevaluated constituents as well 

as reserpine. Complete information 
furnished on request. 


2/2456M8 Serpasil® (reserpine CIBA) 
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Changes of address and 


new locations 


Abolofia, Jules, from Denver, Colo., to 1424 Widener Place, 
Philadelphia 41, Pa. 
Adkisson, David L., from Glendale, Calif., to 2101 Hillhurst 
Ave., Los Angeles 27, Calif. 
Allen, Thomas T., from, York Harbor, Maine, to West Scar- 
boro, Maine 
Anderson, Yolanda M., from Detroit, Mich., to 19226 Rock- 
| castle, Harper Woods 36, Mich. 
Anton, George T., from Island Pond, Vt., to 1863 Forest Ave., 
Portland 5, Maine 
Arends, Norman W., from Huntington Woods, Mich., to De- 
troit Osteopathic Hospital, 12523 Third Ave., Detroit 3, 
Mich. 


Bayne, Richard H., from 1444 San Remo Drive, to 1075 Ravoli 
Drive, Riviera Estates, Pacific Palisades, Calif. 

Belden, Larry M., from Chandler, Ariz., to 100 W. Osborn 
Road, Phoenix 42, Ariz. 

Bell, A. D., from Las Animas, Colo., to Box 196, Harrisburg, 
Ore. 

Bennington, Robert C., from Worthington, Ohio, to 35 Olen- 
tangy St., Powell, Ohio 

Berlin, Richard W., from Hermosa Beach, Calif., to 15000 
Hawthorne Blvd., Lawndale, Calif. 


Biddison, Eddie I., from Dade City, Fla., to 3831 16th St., N., 
St. Petersburg 4, Fla. 

Binder, Harry E., from 1901 Walnut St., to 7247 Charles St., 
Philadelphia 35, Pa. 

Birk, Allan, CCO ’56; Art Centre Hospital, 5435 Woodward 
Ave., Detroit 2, Mich. 

Blem, Donald F., from Carleton, Mich., to 19605 Joy Road, De- 
troit 28, Mich. 

Blum, Elton F., from Los Angeles, Calif., to 1005 N. Cordova 
St., Burbank, Calif. 

Blum, Margaret B., from 436 E. Olive Ave., to 1005 N. Cor- 
dova St., Burbank, Calif. 

Bond, Richard C., from Langhorne, Pa., to 417 Mill St., Bris- 
tol, Pa. 
Borrow, Irene, from 6261 Joseph Campau, to Zieger Osteo- 
pathic Hospital, 4244 Livernois Ave., Detroit 10, Mich. 
Bradford, John C., Jr., from Wilmington, Del., to 22 Lawson 
Ave., Claymont, Del. 

Browning, Dale R., from Gresham, Ore., to 15932 S. E. Divi- 
sion St., Portland 66, Ore. 

Burnett, Delbert Mead, from 19 Rodney St., to Midland Bank, 
Ltd., 32 Rodney St., Liverpool 1, England. 

Burns, Robert C., from Dallas, Texas, to 802 Tamara Lane, 
Grand Prairie, Texas 


Campbell, Thomas K., from Cuyahoga Falls, Ohio, to Big 
Sandy, Tenn. 

Cavalier, Joseph Nicholas, from Cuyahoga Falls, Ohio, to 532 
Youngstown Poland Road, Struthers, Ohio 

Chambers, George H., from Pittsburg, Texas, to Muleshoe, 
Texas 

Ching, Wilson V., from 9246 E. Center St., to Box 894, Bell- 
flower, Calif. 


two reasons 
for the 
growing use 


of Serpasil 


in everyday 


practice 


Serpasil can always 
be considered 


first in hypertension 


Alone, reduces blood pressure, slowly and 
safely, in about 70 per cent of mild to moderate 
cases.’ As a “primer,” Serpasil can advanta- 
geously be used to begin therapy, however 
severe the case, to adjust the patient to the 
physiologic setting of lower pressure. As a 
“background” agent throughout other therapy, 
Serpasil permits lower dosage of more potent 
agents, thus minimizing side effects. Average 
Dose: two 0.25-mg. tablets daily for one week, 
then maintenance on 0.25 mg. or less daily. 


1. Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 
(Dec.) 1955. 


One of the safest, least toxic and most effective agents for 


| 
| 
| 
i 
| 
| 
| 
| 
7 
| 
itty 


For indigestion 
and SPASM 


Convertin-H fortifies the important gastric and pancreatic enzymes 
for efficient digestion of proteins, fats, and carbohydrates. 


tablets 


Fortified digestive enzymes 


WITH ANTISPASMODIC 


COMPOSITION: Each Convertin-H tablet contains: 


In sugar-coated outer layer Homatropine Methylbromide.................... 2.5 mg. 
Betaine 130.0 mg. 
(providing 5 minims diluted Hydrochloric Acid, U.S.P.) 
In enteric-coated inner core Pancreatin (4 X 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 


DOSE: One or two tablets with or just after meals. 
SUPPLIED: In bottles of 84 and 500 tablets. 


Send for Samples A B. F. ASCHER & COMPANY, INC. Ethical Medicinals * Kansas City, Mo. 


Serpasil provides 
true emotional control 


Recommended for the many patients who are 

too nervous or agitated to be adequately calmed 

by sedatives or weaker tranquilizers. Serpasil 

actually sets up a “stress barrier” against 

anxiety and tension these patients would other- 

wise find intolerable. Average Dose: 0.1 mg. to 

0.5 mg. (two 0.25-mg. tablets) daily. 

Although it is a first choice in hypertension; 

Serpasil does not significantly lower blood 

pressure in normotensive patients. i 


SUPPLIED: 
wee ® 


Tasterts, 0.1 1 mg., 2 mg., and 4 mg. 
(reserpine CIBA) 


Evixirs, 0.2 mg. and 1 mg. per 4-ml. teaspoon. 
PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 


Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. S$ 
hypertension and emotional disorders P| 1 
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athlete’s 


fast relief from 
prompt antimycotic 
_* continuing prophylaxg 


For most effective and convenient therapy and continuing prophylaxis, use 
Desenex as follows: 

At NIGHT the Ointment (zincundecate)—1 oz. tubes and 1 |b. jars. 

During the DAY the Powder (zincundecate)—1% oz. and 1 Ib. containers. 


After every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 
1 pt. bottles. Use only when skin is unbroken. 
' In otomycosis Desenex solution or ointment 


alti Write for free sample supply to Professional Service Department. 5 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. ~ 


POWDER 


more reasons for the growing 


in tachycardia 
Serpasil slows the rapid heart 


By prolonging diastole and allowing more time for the myocar- 
dium to rest, Serpasil enhances blood flow and cardiac efficiency. 


R 0.1 mg. to 0.5 mg. (two 0.25-mg. tablets) daily. 


in alcoholism 
Serpasil relieves drink-inducing tension 


Long-term therapy with oral Serpasil helps the alcoholic “stay on 
the wagon,” makes him more amenable to counseling. Parenteral 
Serpasil generally controls delirium tremens within 24 hours. 

R Chronic phase: two 0.25-mg. tablets or less daily. Acute phase: 


two 2.5-mg. parenteral doses (1 ml. each) 3 or 4 hours apart. Occa- 
sionally, repeat injections may be necessary every 4 to 6 hours. 


in premenstrual tension 
Serpasil controls the “cyclic” change in personality 


In the many women who become irritable, easily fatigued and 
apprehensive as the menstrual period approaches, Serpasil exerts 
a calming effect which moderates their periodic change in per- 
sonality. 


Rj 0.25 mg. b.i.d., beginning 10 days before expected onset of menses. 
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New Book — Just Published 


HEMORRHAGIC DISEASES 


By ARMAND J. QUICK, Ph.D., M.D. 
Professor of Biochemistry, Marquette University 
School of Medicine, Milwaukee, Wisconsin 


NEW. This sound, informative discussion of hemo- 
stasis is a practical guide to the understanding, 
diagnosis, management and treatment of the many 
bleeding states encountered in practice. Social im- 
plications and the genetic aspects of hemorrhagic 
diseases are considered fully. The story of the 
development of the concept of hemostatis is told in 
the introductory chapter. Theoretical aspects of 
coagulation are confined to one chapter, which per- 
mits a vivid, easy-to-follow presentation of the 
various hemorrhagic diseases purely from the clin- 
ical point of view. 


There are discussions on newly discovered clotting 
factors and other current developments, on the 
probable mechanism of the autocatalytic reaction, 
and on the role of coagulation in relation to hemo- 
stasis. Venous thrombosis is considered separately. 
In Part II, Dr. Quick presents 25 laboratory methods 
for the study and diagnosis of hemorrhagic diseases. 
Each procedure is described in detail, stating pre- 
cisely the equipment and reagents needed, and the 
range of normal control values. The clinical appli- 
cation and interpretation of each test is then dis- 
cussed critically. 


New. 451 Pages. Illustrated. 31 Tables. $9.50 


Washington Square 


LEA & FEBIGER 


Philadelphia 6, Pa. 


use 


One of the safest, least toxic and most 
effective agents in everyday practice 


safely. 


in hypertensive crises 
Serpasil saves lives 


Used alone or as background to more potent agents, parenteral 
‘Serpasil lowers acutely elevated blood pressure promptly and 


R 2.5 mg. (1 ml.) intramuscularly. Repeat every 8 to 24 hours as 


necessary. 


in acute psychotic disturbances 
Serpasil permits discreet management 


Parenteral Serpasil subdues violently agitated psychotic patients, 
rendeis them amenable to “quiet” hospitalization. 


R 5 mg. intramuscularly followed, if necessary, by another. 5-mg. 


intramuscular dose in 90: minutes. 


CIBA 


SUMMIT, N. J. 


SERPASIL® (reserpine CIBA) 
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The 
Osteopathic 


Movement 


In Medicine 


AN INDISPENSABLE SOURCE OF FACTS FOR: Doctors of 
Osteopathy . . . Newspaper Editors . . . Magazine Writers . . . Li- 
brarians . . . Educators . . . Sociologists .. . Legislators . .. Founda- 
tion Directors . . . Doctors of Medicine . . . and all health agencies 
needing a forthright statement of fact dealing with the osteopathic 


profession. 


“This is a source document concerned with va- 
rious aspects of the osteopathic movement in 
medicine . . . Its intent is to be historically ac- 
curate, and its purpose is to present objectively 
detailed information . . . The document should 
be of value in the preparation of articles or 
talks about the osteopathic profession . . . The 
material that makes up the articles has been 
excerpted, abstracted, adapted, or rewritten to 
illustrate a series of topics treated as units of 
information . . . Selections from this document 
may be reproduced verbatim . . . There is no 
glossing over the weaknesses of osteopathic be- 
ginnings nor emphasis of the profession’s unique 
skills in comparison with contemporary inade- 
quacies of the medical profession . . . A listing 
of the seurce material of this document is ap- 
pended.”— From “An Explanatory Note,” in 
The Osteopathic Movement in Medicine 


Order from: 


American Osteopathic Association 
212 East Ohio Street 
Chicago II, Illinois 
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A Source Document on the Origin, 
Growth, and Development of Osteopathy 
and the Osteopathic Profession 


Edited by Raymond P. Keesecker, D.O. 


TOPICS COVERED ... 


© "Osteopathy's Beginnings and its 
Definition as a Field of Study" 


"Origin of a New Profession" 


® "Medicai Advance in Relation to 
Osteopathic Advance Prior to 1920" 


® "The Drugless Myth in Osteopathy" 
“Early Osteopathy and Surgery" 


© "A Succinct Description of Oste- 
opathy" 


© PLUS more than 14 other subjects 
of similar interest 


Journat A.O.A. 
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Clayton, Robert E., from Follett, Texas, to i021 Bellaire, Ama- 
rillo, Texas 

Cloos, Cora Ivy, from 1358% E. Orange Grove Ave., to 3081 
Menlo Drive, Glendale 8, Calif. 

Coe, Harold G., from 501 Pine St., to 510 Fullerton Bldg., 122 
N. Seventh St., St. Louis, Mo. 

Cole, Arthur E., from Springfield, Ohio, to 4125 Renwood 
Drive, Dayton 9, Ohio 

Conti, Joseph John, from Dayton, Ohio, to 415-416 Dollar Title 
Bldg., Sharon, Pa. 

Cratty, Walter, from 1200 W. Nine Mile Road, to 1010 Liver- 
nois Ave., Ferndale 20, Mich. 


Dakovich, M. J., from 2647 Beaver Ave., to 617 Fleming Bldg., 
Des Moines 9, Iowa 

D'Alessandro, John A., from Bay Village, Ohio, to Art Centre 
Hospital, 5435 Woodward Ave., Detroit 2, Mich. 

Dana, Orrin W., from Kirksville, Mo., to Whitehouse, Texas 

De Ghetto, John C., from Bay Village, Ohio, to 26905 Center 
Ridge Road, Westlake, Ohio 

Delp, William S., from Kansas City, Mo., to 605 Pawnee St., 
Bethlehem, Pa. 

Demetriou, Chris, from Houston, Texas, to 3111 Red Bluff 
Road, Pasadena, Texas 

Diebold, Wendell, from Box 96, to 12030 Truman Ave., Los 
Altos, Calif. 

Dorfman, Albert S., from Flint, Mich., to 1529 Hammersley 
Ave., Bronx 67, N. Y. 

Dozier, Thomas C., from Detroit, Mich., to 2363 Venoy Road, 
Wayne, Mich. 


Engstrom, Robert E., CCO ’56; 2139 Glendon Ave., West Los 
Angeles 25, Calif. 

Evans, George E. C., from Tulsa, Okla., to 3632 W. 130th St., 
Cleveland 11, Ohio 

Evans, Lawrence D., from 5167 Ithaca Ave., to 9115 S. Sepul- 
veda Blvd., Los Angeles 32, Calif. 


Fenton, Paul H., from 4666 Grandy St., to 1754 E. Grand Blvd., 
Detroit 11, Mich. 

Ferens, Edwin W., from Trenton, Mich., to 5286 Tarnow Ave., 
Detroit 10, Mich. 

Flannery, William A., from 6105A Milburn, to 301 N. W. 12th 
St., Fort Worth 6, Texas 

Fontenova, Harry L., from 3915 E. Pima Ave., to 1779 N. Al- 
vernon, Tucson, Ariz. 

Fox, Morry S., from 1060 N. W. 79th St., to 560 W. Flagler 
St., Miami 36, Fla. 

Frazier, Harold A., from 1900 23rd St., to 3249 Oakwood 
Drive, Cuyahoga Falls, Ohio 

Freitas, William J., from New Cambria, Mo., to Myers-Freitas 
Clinic, Lutesville, Mo. 

Furey, Robert J., from 224 E. Wildwood Ave., to 307 E. Orchid 
Road, Wildwood, N. J. 


Gedney, Dewaine L., from 1930 Chestnut St., to 1452 Suburban 
Station Bidg., 1617 Pennsylvania Blvd., Philadelphia 3, Pa. 

Giese, William J., Jr., from Denver, Colo., to 343 E. 23rd St., 
Erie, Pa. 

Gilroy, S. B., from 612 S. Center, to 2937 N. Main St., Royal 
Oak, Mich. 

Goldberger, Fredric, from 215 Rosemary Lane, to 5131 Spruce 
St., Philadelphia 39, Pa. 

Goncharoff, Bernard, CCO ’55; 330 Times Square, Seattle 1, 
Wash. 

Gordon, Robert D., from Mount Clemens, Mich., to 8090 Clin- 
ton River Road, Utica, Mich. 


Hamilton, Warren B., from S. Main at Wilson Ave. to Temme 
Bidg., Wentzville, Mo. 

Haven, Harral R., from 1026 N. Seventh St., to 1228 Glen- 
wood Ave., Grand Junction, Colo. 

Hayes, Clarence G., from 117 N. North St., to Route 1, Wash- 
ington C. H., Ohio 


Vor. 56, Aucust 1957 


ACETYLCARBROMAL TABLETS 


Proved safe and effective by 6 years’ 
clinical use. 


Soothes the central nervous system, 
produces calmness without hypnosis. 


Non-toxic, non-cumulative, non-ad- 
dicting, no known contraindications. 


Does not impair mental or physical 
function. 


Orally effective within 30 minutes 
for sustained action up to 6 hours. 


Economical. 


Indications: Tenston, nervousness, 
anxiety and muscular spasm. 
Supplied: White round tablets 
Acetylcarbromal 5 gr. in bottles 
of 100, 1000. 


‘Write for samples and literature 


There's Always A Lecder 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 
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Herbert, B. E., from 65 S. Irwin St., to 103 Odlin Ave., Day- 
ton 5, Ohio 

Hill, Alvin B., from Dearborn, Mich., to 1521 Unionport Road, 
Bronx 62, N. Y. 

Hinsberg, William D., Jr., from Detroit, Mich., to 31641 Eck- 
stein, Warren, Mich. 

Hoopingarner, Doyle A., from Grand Rapids, Mich., to Belding 
City Hospital, Belding, Mich. 

Hoose, John M., from Detroit, Mich., to 28301 Novi Road, 
Walled Lake, Mich. 

Hrachovina, Frederick V., from Clare, Mich., to 2748 Hennepin 
Ave., Minneapolis 8, Minn. ; 

Hunt, Gerald M., from 4021 Falcon, to 3994 Park Blvd., San 
Diego 3, Calif. 


Isett, F. Gerald, from Los Angeles, Calif., to 5820 Van Nuys 
Blvd., Van Nuys, Calif. 


Johnson, Melvin E., from 3721 Camp Bowie Blvd., to 3833 Mat- 
tison, Fort Worth 7, Texas 

Joseph, Nathan A., from Grand Rapids, Mich., to Box 3, Sun- 
field, Mich. 


Kastning, H. E., from 4903 Delmar Blvd., to 208-09 Wellston 
Loop Blvd., St. Louis 12, Mo. 

Kaufman, Jerome, from Miami Shores, Fla., to 19150 Wood- 
ingham Drive, Detroit 21, Mich. 

Kaye, Maurice L., from Grove City, Pa., to Box 1255 Ma- 
honingtown Sta., New Castle, Pa. 

Keller, James A., from Route 5, to Route 4, Kirksville, Mo. 

Kempe, Walter F., Jr., from 744 W. Ninth St., to 3016 W. 
48th St., Tulsa 7, Okla. 

Kendrick, Muriel A., from Los Angeles, Calif., to 20238 Santi- 
coy St., Canoga Park, Calif. 

Kimball, Lawrence D., Jr., from Westbrook, Maine, to 402 La- 
fayette Road, Hampton, N. H. 

Kopald, Newman M., from 4244 Livernois Ave., to 3225 Ro- 
chester, Detroit 6, Mich. 

Korin, Bernard, from 721 N. Eighth St., to 1720 Ridge Ave., 
Philadelphia 30, Pa. 

Kostick, Eugene M., from Lancaster Pa., to 47 E. Adams St., 
McAdoo, Pa. 

Kramer, Stephen W., from Bay Village, Ohio, to 29019 Lake 
Shore Blvd., Willowick, Ohio 

Kraut, Ben, from Kansas City, Mo., to 10011 E. 63rd St., Ray- 
town, Mo. 


Lamb, Leonard H., from Denver, Colo., to 9050 Montview 
Blvd., Aurora 8, Colo. 

Landau, Jack Lloyd, from Glendale, Calif., to 3400 Madera 
Ave., Los Angeles 39, Calif. 

Lane, D. Joseph, from Grand Junction, Colo., to 4751 Firestone 
Blvd., South Gate, Calif. 

Lee, Etta, from El Cerrito, Calif., to 948 Market St., San 
Francisco 2, Calif. 

Lenz, William P., from 823 Faraon St., to 2731 Jule St., St. 
Joseph 35, Mo. 

Lewis, Leonard A., from 4833 Hazel Ave., to 4710 Locust St., 
Philadelphia 39, Pa. 

Leysack, Alex Eli, from Los Angeles, Calif., to 10829 Townley 
Drive, Whittier, Calif. 

Ling, Robert Reynolds, from Houston, Texas, to 103-105 Cen- 
ter Drive, Galena Park, Texas 

Locke, William C., from 117 N. Main St., to 14 W. High St., 
London, Ohio 

Long, Leland C., from Dallas, Texas, to 125 W. Church St., 
Lewisville, Texas 


MacNeil, Donald C., from 47 Austin St., to 65 Delaware St., 
Sandusky, Mich. 

Madsen, Robert E., from Kirksville, Mo., to 107 Darragh 
Drive, Battle Creek, Mich. 

Manley, Victor, from Springfield, Mass., to 6608-D N. E. Han- 
cock Court, Portland 13, Ore. 

Mannarelli, A. A., from Farmington, Mo., to Box 107, Grove 
City, Pa. 
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“Skillful use 
of lodides may 
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alleviate 


even after other 
medications have tailed” 


New assurance of success in jodide therapy for asthma results from focusing attention on 1) 
common pitfalls in the use of iodides; 2) simple measures for avoiding the pitfalls, and 3) varia- 
tions in action of iodide preparations. 
ORGANIDIN (organic iodine) minimizes gastric irritation and bad taste, thereby insuring patient 
cooperation .. . In this connection, the accompanying study of inorganic iodide and ORGANIDIN 


is significant. 


*RESULTS OF TESTS ON HUMAN SUBJECTS SHOWING COMPARATIVE TOLERANCE OF INORGANIC. 
IODIDE SOLUTION AND ORGANIDIN BY ORAL ADMINISTRATION AT CORRESPONDING IODINE LEVELS 


INORGANIC IODIDE SOLUTION ORGANIDIN 
. OF DOSE IN CC. DURATION tt SYMPTOMS NO. OF DOSE IN ee DURATION \O. OF tt SYMPTOMS 
OF supiecrs SUBJECTS OF supiecrs 
av ERAGE) SYMPTOMS (AVERAGE) SYMPTOMS 
4 0.09 13 3 Nausea 6 1.5 30 1 Palpitation slightly 
3 Vomiting at night 
2 Diarrhea 1 Slight skin rash 
3 24 x» None None 
1 inal 
4 0.54 8 3 Nausea ‘ 3.6 30 None None 
2 Diarrhea 
1 Slight skin rash 
5 0.72 6% 3 Diarrhea 
1 Nasal catarrh 
SUMMARY SUMMARY 
No. of instances In which unt d rt were reported bythe 17 subjects 20 No. of inst: In which unt PACS are 2 
ttPerspiration, ner ired or improved appetite, frequency of urination, polydipsia diuresis were considered, but 


approximately one half hour 


hour after meals. 


, D., South Dakota J. Med. and Pharm., 1, 425 (Nov.), 1948. 


* SOLUTION—30 cc. dropper bottles 
* TABLETS—bottles of 100 
* CAPSULES—bottles of 30 


ampole & Co., Incorporated, 


t 


Philadelphia 
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Mantell, Robert, from Youngstown, Ohio, to 34 Elderberry 
Road, Syosset, N. Y. 

Marino, Nick A., from Cincinnati, Ohio, to 25929 Euclid Ave., 
Cleveland 17, Ohio 

Martin, James A., from Daytona Beach, Fla., to Box 578, Dun- 
nellon, Fla. 

Mastellos, Christopher, Jr., from 12504 Washington Blvd., to 
227 S. Parkview St., Los Angeles 57, Calif. 

Mays, Robert C., from 3831 16th St., N., to 3620 Burlington 
Ave., N., St. Petersburg 3, Fla. 

McClimans, Leslie A., from Dallas, Texas, to 2809 Mishawaka 
Ave., South Bend 15, Ind. 

McCowan, William Dick, from Los Angeles, Calif., to 2640 N. 
Prospero Drive, Covina, Calif. 

McDonald, Chester B., Jr.," from Davenport, Iowa, to 18900 
Schoolcraft Ave., Detroit 23, Mich. 

McKellar, Duncan, from 34 E. Olive St., to 346 E. Olive Ave., 
Burbank, Calif. 

McLellan, Allan C., from Montrose, Calif., to 2640 Pasadena 
Ave., Los Angeles 31, Calif. 

Melhorn, Frederick R., from Philadelphia, Pa., to 5208 Wythe 
Ave., Richmond 21, Va. 

Messinger, Irwin Robert, from Kirksville, Mo., to 705 S. Co- 
lumbia St., Frankfort, Ind. 

Morris, Morton, from Flint, Mich., to Box 5, Norma, N. J. 

Mott, James B., from Dallas, Texas, to Moulton, Texas 

Mueller, Donn W., from 7840 Natural Bridge Road, to 1300 
Highmont Drive, St. Louis 21, Mo. 


Nelson, Robert J., from Detroit, Mich., to Riverside Osteopathic 
Hospital, 165 George St., Trenton, Mich. 


O’Dell, Vernon F., Jr., from 1026 N. Seventh St., to 1228 Glen- 
wood Ave., Grand Junction, Colo. 


Packard, R. M., from 121 S. Second St., to 726 W. Walnut St., 
Rogers, Ark. 

Parker, Robert W., from Denver, Colo., to 320114 E. 12th St., 
Kansas City 27, Mo. 

Parshall, James P., from Dearborn, Mich., to 30537 Krauter, 
Garden City, Mich. 

Payne, Richard A., from Tucker, Ga., to 4007 Columbia Road, 
Decatur, Ga. 

Pearson, Craig, from Kansas City, Mo., to 4275 S. W. 175th 
St.. Aloha, Ore. 

Pease, George F., from 4139 W. Rosedale St., to 1001 Mont- 
gomery St., Fort Worth 7, Texas 

Pettycrew, L. William, from 1205 N. Michigan Ave., to 420 N. 
Michigan Ave., Saginaw, Mich. 

Polasky, Hartley, from Detroit, Mich., to 2107 W. Woodlawn, 
San Antonio 1, Texas 

Posner, Irwin B., from 50 N. Perry St., to 1012 W. Huron St., 
Pontiac, Mich. 

Priddy, Maurice F., from 1202 Third St., to 3460 S. Alameda, 
Corpus Christi, Texas 

Purmell, Eugene B., from Garden City, Mich., to 1006 Packard 
St., Ann Arbor, Mich. 


Reed, William Beck, from Kirksville, Mo., to 431 Gypsy Lane, 
Youngstown 4, Ohio 

Riley, Thomas Leland, from Alhambra, Calif., to 455 E. Wash- 
ington St., Pasadena, Calif. 

Rooney, John R., from Olmsted Falls, Ohio, to 111 Courtland, 
Wellington, Ohio 

Rose, Robert R., from Irving, Texas, to Pembroke Clinic, Pem- 
broke, Ky. 

Rusch, Leonard B., from Erie, Pa., to Sheridan Community 
Hospital, 301 N. Main St., Sheridan, Mich. 

Ruza, Paul L., from Denver, Colo., to 18011 Roselawn, De- 
troit 21, Mich. 

Ryle, William Wayne, from Dayton, Ohio, to 1870 Madison 
Road, Cincinnati 6, Ohio 


Sadick, Stanford Paul, from Detroit, Mich., to Riverside Osteo- 
pathic Hospital, 165 George St., Trenton, Mich. 
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® 
comprehensive physiologic supplement 
each Kapseal contains: 
VITAMINS 
Vitamin A : 1,667 Units (0.5 mg.) 
Vitamin B, mononitrate 0.67 mg. . 
Ascorbic acid - : Se 33.3 mg. 
Nicotinamide ‘16.7 mg. 
Vitamin Ba : : 0.67 mg. 
Vitamin Bg 0.5 
Vitamin By, with intrinsic 
factor concentrate 0.033 USP Unit (oral) 
Folic acid mg. 
Choline bitartrate . . 6,67 mg. 
Pantothenic acid 
(as the sodium salt) 5 mg. 
MINERALS 
Ferrous sulfate (exsiccated) 16.7 mg. 
lodine (as potassium iodide) « 0.05 mg. 
Calcium carbonate. : 66.7 mg. 
DIGESTIVE ENZYMES 
Taka-Diastase® 20 mg. 
Pancreatin : 133.3 mg. 
PROTEIN IMPROVEMENT FACTORS - 
I-Lysine monohydrochloride 66.7 meg. 
di-Methionine 16.7 mg. 
GONADAL HORMONES 
Methyl! testosterone 1.67 mg. 
Theelin 0.167 meg. 


DOSAGE: : 
One Kapseal three times daily before meats. 
Female patients should follow each 21-day course 
with a 7-day rest interval. : 


PACKAGING: 
ELDEC Kapsealis are available jn bottles of 100. 


sous 
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mg.) 


oral) 


prophylaxis for concomitants of aging PN 
to promote good health and vitality later 


vitamins and minerals 
to help maintain cellular function 


+ enzymes to aid digestion 


¢ amino acids to help maintain nitrogen balance 


« steroids to stimulate metabolism 


*Stare, F. J.: Nutritional Problems of Advancing Age, 
Bull. New York Acad. Med. 32:284, 1956. 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 


‘...prevention, protection, preserva- 
tion, and the improvement of health 
...are the principles which if applied 
prior to advancing age will make that 
period healthier and happier.’’* 


mineral-vitamin-hormone supplement 
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THREE NEW 1957 
LIPPINCOTT BOOKS 


Publication of the NEW 
3rd_ edition brings this 


unique and well-known 

SIGNS reference book thorough- 

AND ly up to date. The editor 

. and 27 specialists have 
SYMPTOMS contributed their knowl- 
edge on 33 major signs 

and symptoms, describ- 

point of disturbances o 

MacBryde, function, pertinent physi- 


M.D., F.A.C.P., Editor ology, physiologic chem- 
istry and pathologic phys- 
iology. 

973 Pages 191 Figures 
NEW 3rd Edition, 1957 


$12.00 


NEW 2nd edition of a 
book designed for office 


PRACTICAL use. Places the diagnosis 
and treatment of female 
GYNECOLOGY disorders within the 


framework of medicine 
as a whole. Reflects ex- 
tensive clinical experi- 
ence and will repay the 
reader many times over. 
Contains nine entirely 
new chapters and many 
additional illustrations. 


648 Pages $12.50 
NEW 2nd Edition, 1957 


283 Illustrations, with 
68 Subjects in Color 


By Walter J. Reich, 


M.D., F.A.C.S., F.1.C.S. 


and Mitchell J. 
Nechtow, 
M.D., F.A.C.S., F.1.C.S. 


NEW 2nd Edition, com- 
pletely revised with 


HANDBOOK cross-references to more 

than 1200 analyses on 

OF differential diagnosis. 

Over 3200 entries in- 

DIFFERENTIAL dexed and categorized for 

quick, easy reference. A 

DIAGNOSIS book unique in its or- 

of 

thorou y up to ate, 

By Harold and of great practical 

Thomas Hyman value for consultation in 
daily practice. 


801 Pages $8.00 
NEW 2nd Edition, 1957 


. B. LIPPINCOTT COMPANY, 
cast Washington Square, Philadelphia 5, Pa. 
In Canada—4865 Western Ave., ontreal 6, P.Q. 
Please enter my order and send me: 
PRACTICAL GYNECOLOGY ............ $12.50 
C) HANDBOOK OF DIFFERENTIAL 
NAME CO Charge 
ADDRESS. oc Monthly 
Payments 
City. Zone State. (7) Payment Enclosed 
JAOA—8-57 
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Savarese, J. Charles, from 19707 N. W. Second Ave., to 240 N. 
W. 183rd St., North Miami, Fla. 

Schmidt, John Z., from Tulsa, Okla., to 133 N. E. Second Ave., 
Deerfield Beach, Fla. 

Severin, Robert E., from Lubbock, Texas, to 6749 Neosho St., 
St. Louis 9, Mo. 

Shea, Joseph F., from North Hollywood, Calif., to 13732 Ven- 
tura Blvd., Sherman Oaks, Calif. 

Simmons, Joan, from 50 N. Perry Ave., to 40 Auburn Ave., 
Pontiac, Mich. 

Snoke, John W., from Dallas, Ga., to Adrian Clinic, Adrian, Ga. 

Soled, Seymour, from Lakewood, Ohio, to 5596 Mayfield Road, 
Lyndhurst, Ohio 

Stein, Milton E., from 1627 W. 27th St., to 1010 S. Gaffey St., 
San Pedro, Calif. 

Steinsnyder, Wynne Alan, from 439 S. 46th St., to 5014 Spruce 
St., Philadelphia 39, Pa. 

Stella, Joseph W., from Honolulu, T. H., to Allentown Osteo- 
pathic Hospital, 1736 Hamilton St., Allentown, Pa. 

Stevens, Everett N., from Waterville, Maine, to 42 N. Main 
St., Rochester, N. H. 

Style, Jay A., from 601 N. 64th St., to 627 Ritner St., Philadel- 
phia 48, Pa. 

Sullivan, Edward M., from Glendale, Calif., to 5253 Riverside 
Drive, Chino, Calif. 


TePoorten, Bernard A., from Columbus, Ohio, to Massachu- 
setts Osteopathic Hospital, 222 S. Huntington Ave. Jamaica 
Plain, Boston 30, Mass. 

Theodoras, Mary L., from Vandalia, Ohio, to 5160 Old Troy 
Pike, Dayton 5, Ohio 

Tong, Jack Dare, from Cleveland, Ohio, to 19832 Times Ave., 
Hayward, Calif. 

Turner, Sidney A., from Burbank, Calif., 
San Fernando, Calif. 


to 2030 First St., 


Ufkes, Herbert C., from 311 Keller Ave., 
North Judson, Ind. 


to 109 Main St., 


Venanzi, Enzo J., from Columbus, Ohio, to 117 Franklin St., 
Trenton 10, N. J. 

von Seeth, Edward H., from Watsonville, Calif., 
Main St., Salinas, Calif. 


to 601 S. 


Wackerle, Harold B., from Cole Camp, Mo., to 8034 N. Broad- 
way, St. Louis 15, Mo. 

Waite, Donald E., from 1797 Oakland Park Ave., to 4185 N. 
High St., Columbus 14, Ohio 

Walters, Herbert A., from 1213 Delaware Ave., to 208 Medical 
Arts Bldg., Wilmington 1, Del. 

Watson, John L., from Clinton, Mo., to Cole Camp, Mo. 

Wechsler, Arnold, from 4715 Walnut St., to 5431 Chester Ave., 
Philadelphia 43, Pa. 

Weegar, Percy L., from Buffalo, N. Y., to 138 Darwin Drive, 
Snyder 21, N. Y. 

Weinberg, Seymour, from El Monte, Calif., to 738 W. Central 
Ave., La Habra, Calif. 

Weiner, Albert L., from 1737 Chestnut St., to 2127 Pine St., 
Philadelphia 3, Pa. 

Wilcox, John F., from Clearwater, Fla., to 296 Castle St., Ge- 
neva, N. Y. 

Wiley, Robert H., from Garden City, Mich., to Dundee, Mich. 

Williams, John R, from 19331 Joy Road, to 19605 Joy Road, 
Detroit 28, Mich. 

Wilson, Frank J., from 228 Forest Ave., to 1501 N. Main St., 
Dayton, Ohio 

Wynne, J. Brendan, from Cranston, R. LI., 
Providence, R. I. 


to 1279 Broad St., 


Young, Warren C., Jr., from Franklin, Ohio, to Ivins-Jameson 
Bldg., Lebanon, Ohio 


Zachary, Loyd R., 
Miranda, Calif. 

Zuspan, F. W., from 206-08 Tucker Bldg., to 322 W. Main St., 
Flat River Mo. 


from Traverse City, Mich., to Box 134, 


Journac A.O.A. 


| 
| 
| 
| 
| 
| 
| 
— 
| 
| | 
i 
i 
! 
| l 
° 
| 


PARACORTOL 
PARKE-DAVIS 


THREE TO FIVE TIMES AS EFFECTIVE AS HYDROCORTISONE 


supplied: 5 mg. and 2.5 mg. scored tablets; bottles of 30 and 100. 


A 


¢ 
Parke, Davis & Company ; }): Detroit 32, Michigan 


* TRADEMARK 


50132 


Applications 
for membership 


CALIFORNIA 
Harrington, Earl G., (Renewal) 111 W. Ash St., Brea 
Pyne, Louis G., (Renewal) 3526 Olympic Blvd., Los Angeles 23 
Raymond, Georgiana S., 775 N. Palm Canyon Drive, Palm 
Springs 
Gier, John L., Rancho Santa Fe 
Pulas, Theodore P., Jr., (Renewal) 1201 N. Sutter St., Stock- 
ton 18 
FLORIDA 
Baba, Robert J., (Renewal) 1101 W. Broward Blyd., Fort Lau- 
derdale 
IOWA 
Wayland, Byron A., (Renewal) 201 Guaranty Bldg., Cedar 
Rapids 
KANSAS 
Nigh, E. G., (Renewal) Osteopathic Clinic, 401 E. Kansas, Mc- 
Pherson 
Muecke, O. R., (Renewal) 510 Champa, Box 426, Pratt 
MICHIGAN 
Bristol, Gordon L., 305 Main St., Imlay City 
MISSOURI 
Pence, P. M., (Renewal) 106 S. Washington, Carterville 
Martin, William H., (Renewal) 1115 Grand Ave., Kansas City 6 
NEW YORK 
Lamia, M. Stephen, (Renewal) 463 54th St., Brooklyn 20 


Vor. 56, Aucust 1957 


Matlin, Milton, (Renewal) 354 S. Oyster Bay Road, Hicksville 
Pheterson, A. D., (Renewal) 2100 Clinton Ave. N., Rochester 21 
OHIO 
Williams, Polesta I., (Renewal) 22204 Lorain Ave., Fairview 

Park 26 
PENNSYLVANIA 
Chelland, Francis J., Farrow Osteopathic Clinic & Hospital, 239 
W. Tenth St., Erie 
Spector, Felix, (Renewal) 1500 Columbia Ave., Philadelphia 21 
RHODE ISLAND 
Walsh, Phyllis O’Brien, (Renewal) 285 Broadway, Pawtucket 


TEXAS 
Hardin, Rollo C., (Renewal) 2901 N. Shore Line, Corpus Christi 
Hurt, George E., (Renewal) 4509 N. Central Expressway, Dal- 
las 5 
WASHINGTON 
Dorn, Norman H., (Renewal) 409 E. Third St., Ellensburg 


WEST VIRGINIA 
Carroll, O. F., Jr., (Renewal) Glasgow 
Hahn, Earl C., (Renewal) 518 Second St., St. Marys 
FOREIGN 


ENGLAND 


Ratcliffe, Stanley W., (Renewal) 32, Park Square, Leeds, 1 
True, Thurston, (Renewal) Flat 7, Berkeley Court, Baker St., 
London, N. W. 1 


SCOTLAND 
Anderson, Mabel, (Renewal) 9A, Wheatfield Road, Ayr 
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100 


hypersensitivity to 
animal dander... 
pollens... house dust 
drugs... 
foods...molds... 


Tablets Clistin, 4 mg. 
Tablets Clistin R-A 
(Repeat Action Tablets), 
8 mg. 

Elixir Clistin, 4 mg. 

per 5 cc. 


*Johnson, H. J., Jr.: 
Am. Pract. & Digest. Treat. 
5-862 (Nov.) 1954. 


Carbinoxamine Maleate 


CLISTIN 


for “effective control of allergic symptoms 
with little risk of sedation”* 


Dosage Schedule For Children: Dosage Schedule For Adults: 


1 to 3 years—2 mg. > mild to moderate symptoms: 4 mg, 
3 to 6 years—2 to 4 mg. q.i.d. severe symptoms: 6 to 8 mg. 


McNEIL LABORATORIES, INC., Philadelphia 32, Pa. 


Journat A.O.A. 
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New 
“PREMARIN” MEPROBAMATE 


Conjugated Estrogens (equine) with Meprobamate 


It was inevitable that these two therapeutic agents—the 
leading natural oral estrogen and the foremost, clinically 
proven tranquilizer—should be combined for control of 
the menopausal syndrome when unusual emotional stress 
complicates the picture. 

5756 Ayerst Laboratories New York, N. Y. « Montreal, Canada 


Mi li d under U.S, Pat. No. 2,724,720 


YOUNG'S 
RECTAL 
DILATORS 


FOR RECTAL AND VAGINAL USE 


Rectally For: 
@ Spastic Constipation 


@ Anal Stricture . . . Prolapse 


Post-hemorrhoidectomy 
Post-fistulectomy 


Vaginally For: 
@ Dyspareunia 

Vaginismus 

@ Perineal Repair 


Gently stretch tight, spas- 
tic, or hypertrophic sphinc- 
ters. Help train defecation 
reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for progressive 
therapy. Infants: In flex- 
ible rubber. Children and 
Adults: In bakelite. 


Send for Literature 


F. E. YOUNG AND COMPANY 
8057 Stony Island Ave., Chicago 17, Ill. 


Vor. 56, Aucust 1957 


Helpful Advice 
on the Specialties 
by 15 
Highly Qualified 


Contributors 


See front cover of this 
Journal for more details. 


W. B. Saunders Company 
West Washington Square 
Philadelphia 5, Pa. 


Send Cecil and Conn’s Specialties in 
General Practice. $16.00. 
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REMINDER 


Journat A.O.A. 
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INDEX 


Abbott Laboratories, 43 

Aloe Co., A. S., 30 

American Osteopathic Assn., 92 
American Sterilizer Co., 22 

Ames Co., 21, 42 

Armour Laboratories, 24-25, 74 
Arnar-Stone Laboratories, Inc., 84 
Ascher Co., B. F., 89 

Aseptic Thermo Indicator Co., 84 
Ayerst Laboratories, 30, 51, 81, 101 


Bard-Parker Co., Inc., 61 

Birtcher Corporation, 75 

Borcherdt Malt Extract Co., 85 

Boyle & Co., 12-13 

Bristol-Myers Co., Cover II, 17, 52, 104 
Burdick Corp., 77 

Burroughs Wellcome & Co., Inc., 16 


Camp Co., S. H., 103 

Carnation Co., 18, 40 

Chatham Pharmaceuticals, Inc., 63 

Chicago Pharmacal Co., 69 

Ciba Pharmaceuticals, Cover IV, 87, 
88-89, 90-91 

Colwell Publishing Co., 84 


Dartell Laboratories, 82 
DePuy Mfg. Co., 30 

Desitin Chemical Co., 64 
Dietene Co., 79 

Doho Chemical Corp., 102 
Dome Chemicals, Inc., 67 , 


Eaton Laboratories, 60, 71 
Endo Products Co., 65 


Fleet, Inc. C., B., 37 


General Electric Co. (X-Ray Dept.) 19 
Gerber Products, 33 
Glidden Co., 70 


Hoffman-La Roche, Insert—Between 
16 and 17 


Holland-Rantos Co., Inc., 53 
Homemakers’ Products Corp., 86 


Knox Gelatine, 38 


Lakeside Laboratories, Inc., 32 
Lea & Febiger, 91 
Lederle Laboratories, 5 


Voi. 56, AuGcust 1957 


Leeming & Co., Inc., Thos., 57 
Lilly & Co., Eli, 6, 56 
Lippincott Co., J. B., 98 


McNeil Laboratories, Inc., 7-8, 45, 100 

Mallard, Inc., 93 

Malbie Div. (Wallace & 
Prod. Inc.) 90 

Massengill & Co., S. E., 10, Insert 
Between 38 and 39 

Mead Johnson & Co., 20, 26-27, 36, 39 


Tiernan 


National Drug Co., 50 


Organon, Inc., 66 
Orthopedic Frame Co., 58 


Parke, Davis & Co., 23, 86, 96-97, 99 
Pet Milk Co., 44 

Pitman-Moore Co., 11 
Professional Printing Co., 78 


Riker Laboratories, Cover III, 15, 46 
Robins Co., A. H., 59, 73 
Rorer, Inc., William H., 80 


Sandoz Pharmaceutical Co., 83 
Saunders Co., W. B., Cover I, 101 
Schering Corporation, 3, 28-29 
Shampaine Co., 41 

Sherman Laboratories, 68 

Shield Laboratories, 38-A 

— Kline & French, 14, 31, 34-35, 


Squibb & Sons, E. R., 4 
Co., 

U. S. Vitamin Corp., 76 
Vitaminerals, Inc., 54-55 


Wallace Laboratories, 9 
Wampole Laboratories, 94-95 
Warner-Chilcott, 1, 48 
Welch-Allyn, Inc., 62 
Winthrop Laboratories, 38-B 
Wyeth Laboratories, 47 


Young & Co., F. E., 101 


supports and 
appliances 


Economy, strength and scientific func- 
tion — these are what you give your 
patients when you prescribe Camp 
supports and appliances. Your local 
authorized Camp Dealers stock a com- 
plete Camp line for use in home and 
hospital. 


Camp’s new non- 
toxic, washable, 
plastic Thomas 
Collar for inter- 
mediate cervical 
support where pro- 
longed, non - rigid 
hyperextension is 
indicated . . . easy- 
» to-use, lightweight, 
comfortable, simply 
adjusted. 


A one piece legging 
for lower extremity 
skin traction. Elimi- 
nates need for a 
variety of materials. 
Simplicity of applica- 
tion and adjustment 
permits application by 
unskilled persons. Rel- 
ative freedom from 
serious complications, 


Camp’s Arm 
Sling designed 
to take strain 
off the neck by 
using the 
shoulder for 
support... 
Fitted with a 
single tie ... 
Reversible for 
use on either 
arm... Avail- 
able in attrac- 
tive blue, grey, 
brown or white. 


“APPLIANCES 
MICHIGAN: 


SUPPORTS 
JACKSON, 
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"SWEATING AND CLOTHES RUB ARE NATURALS ON MY JOB- 
THAT'S WHY I USE AMMENS; 


Burning and itching of the skin are com- 
mon in overheated job environments or in 
hot weather. Rubbing of sweaty clothes is an 
additional irritant. Chafing often becomes 
stubbornly chronic, especially in the obese. 
AMMENS MEDICATED PowDER gives mechani- 
cal “slippage” and healing medication for 
the sting of chafing. 


AMMENS’ finely triturated talc and starch 
absorb moisture, soothe and heal heat rash, 
prickly heat or diaper rash. Oxyquinolin and 
zinc oxide help prevent bacterial invasion of 
macerated crevices. 

AMMENS is also excellent for the scrupu- 
lous care and hygiene of the feet which are 
so important to the diabetic patient. 


‘ BRISTOL-MYERS COMPANY, 19 West 50 Street, New York 20, N. Y. 


DISTRIBUTOR FOR CHARLES AMMEN CO., ALEXANDRIA, LOUISIANA 
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A Better Antihypertensive 


... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary ... 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


A Better Tranquilizer, too 


. . . because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms. . . without impairing in- 
tellectual or psychomotor efficiency. 

Dosage: Simply two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making smaller 
dosage effective and freer from side 
actions. 


Rauwiloid + Veriloid* 

In moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tablet con- 
tains1 mg. Rauwiloid and 3 mg.Veri- 
loid. Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


® 

Rauwiloid + 

Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 


Riker Los pn 
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PATIENTS SLEEP SOUNDLY with non- 
barbiturate Doriden—0.5 Gm. at bedtime. 
Onset of action is smooth and gradual 
(without preliminary excitation). Effect 
lasts 4 to 8 hours. 


Vee 


: D 0 rj 1 n 


(glutethimide CIBA) 


SUPPLY: Tablets, 0.125 Gm. (white), 0.25 Gm. (white, 
scored), and 0.5 Gm. (white, scored). 


PATIENTS AWAKE ALERT AND RE- 
FRESHED; Doriden is rapidly metabo- 
lized, allows restful natural slumber with- 
out hangover. 


© I B A SUMMIT, N. J. 2/2376"8 
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